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NUTRITION AND PHYSICAL FITNESS IN PUBLIC 

HEALTH 



WEDNESDAY, NOVEMBER 13, 1985 

U.S. Senate, 

COBCMITTEE ON LaBOR AND HUMAN RESOURCES, 

Washington, DC. 

The committee met, pursuant to notice, at 9:38 a.m., in room SD- 
430, Dirksen Senate Office Building, Senator Orrin G. Hatch (chair- 
man) presiding 

Present: Senators Hatch, Kennedy, Metzenbaum, Kerry, Grass- 
ley, Simon, Nickles, and Dodd. 

OPENING STATEMENT OF SENATOR HATCH 

The Chauiman. The committee will come to order. 

We want to begin this hearing. I am pleased to welcome all of 
you today to this special full Labor and Human Resources Commit- 
tee hearmff devoted to nutrition and fitness. 

We are holding this hearing to draw attention to what I believe 
is the most welcome change m attitude among our citizens about 
health and wellness. 

So many of our legislative activities and national health policies 
have been directed at solving increasingly complex problems associ- 
ated with illness and disease, problems \.hich have created enor- 
mous economic and ethical dilemmas. But today, we are taking 
time to look at the bright side, to accentuate the positive, to cele- 
brate the fact that more and more of our citizens are realizing that 
they can do more for themselves to ensure health and well-being 
than all the doctors and government programs put together. 

As the Time magazine^ managing editor, Ray Cave, states: 

"A miyor change in modem life has been the increasing understanding of the 
beneHts of fitness and preventive medicine. It is not a fad or craze. It is not a jog. It 
is here for the long run." 

I have called this hearing to highlight the benefits of prevention. 
Many of you know that I nave been working very hani to try to 
change some of the thrusts of our Federal programs to emphasize 
disease prevention and health promotion, not only because it is a 
smart thing to do, but because it will help us to save mon^y for the 
Federal Government as well. 

So we have called this hearing to highlight the benefits of 
vention as a means of preventing disease, and to focus on the bene- 
fits of exercise and nutrition. 

There is a growing body of scientific evidence supporting the 
notion that our most dreaded and common diseases, the m^'or kUl- 

(1) 
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en in our country, are in large part preventable. Heart disease, 
cancer, and stroke— our No. 1, 2, and 3 causes of death--still take 
an incredible toll in our society today, costing an estimated 1.6 mil- 
lion lives and $137 billion in medical care and lost productivity an- 
nually. A significant percentage of these are tragic^ly unnecessary 
The k^ to diminisning these staggering losses is prevention. As 
you will hear today, we are already making great strides. More 
Americans are exercising on a regular basis than ever before. 
Many people have bcffun to change their diets. These changes have 
included tlie types of foods they eat and the amount of food they 
are eating. 

?ddition, more people than ever are aware of the general 
health risks of alcohol and tobacco. It is important to note that 
women have been alerted to the specific risks posed by alcohol and 
cigarettes to their pregnancy. 

Now, vou do not have to be a regular jogser, a member of a 
h^th chd>, or on a strict diet to benefit from the fitness and nutri- 
tion movement Little things like taking the steps instead of the el- 
evator, or tasting food before adding salt can be significant. 

This interest m fitness and nutrition has paid ofT in a big way. 
Since 1968, the rate of heart attacks has declined by 25 percent. 
This represents the prevention of 114,000 deaths annually. There 
has been an even larger decline in the number of strokeSi which 
are down more than 40 percent over the last decade. Cigarette con- 
sumption has been on the decline for the last several years and is 
now at its lowest level per capita since 1944. The number of people 
who have quit has increased by 50 percent over the last 20 years. 

Unfortunately, we still have a long way to go. About one-third of 
Americans are obese, and the nugority of Americans are not get- 
ting enough exercise. Everyone has a different reason. Theyare too 
busy, too old, too sick, too tired, or exercise is too boring. This has 
been described as the ''too" syndrome. 

We have invited celebrated and accomplished people here today 
to help us in this effort I am very pleased to welcome representa- 
tives from the highMfc level of Government, science and entertain- 
ment, and of course, the fitness industry itself here today. 

Our first witness this morning, we will get to in just 1 minute, 
and we are happy to welcome you, Congressman Ritter, to testify 
before the committee, but first, we will turn to a man who himself 
is really quite fit and drives a lot of us crazy around the U.S. 
Senate because of all that fitness, but I have a lot of respect for 
Howard Metzenbaum and the health regimen that he lives. 

So, let me turn to Howard Metzenbaum for any comments that 
he cares to make. 

Senator Metzknbaum. Thank you, Mr. Chairman. 

I want to say that I would be a lot more fit if you did not beat up 
on me so often. 

The Chairman. You are such a uice subject to beat up on, 
Howard. 

Senator Metzenbaum. I want to commend you for holding this 
hearing. I think the issue of fftnesd and nutrition is one that de- 
serves the priority that you are ^ving it in this hearing. 

At the same time, I want to pick up on the words that vou spoke 
relative to people being concerned about the kinds of foods and the 
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types of foods that thev eat and the amount of it. That ties in very 
much with the food labeling bill that Senator Hawkins and I have 
cospocsored and that »b before this conunittee. 

It is my firm belief that if we do not make available to the 
people in this country the facts with respect to calories in produ ts 
being purchased, total grams of fat, totaJ fat broken down oy type, 
saturated, polyunraturated, monounsaturated, and the specific 
common name of the fat or oil and do not permit the continued 
listing on a product such as saying, *X ntains com oil» soy oil» or 
lard"— well, that is fine. The first two, you are doing great; the 
third one, you get into a lot of trouble with. I think tmt people 
ought to be able to know exact!/ what is in the product, and that 
would be called for under our hiU. 

It also would call for the total milligrams of cholesterol and the 



So that I accept this hearing as being a particularly important 
one in highlighting concern to all of us having to do with tne sub- 
ject of nutrition and haying to do with the matter of keeping fit. 
But I think if we are to implement the program, then I hope that 
we will see fit in this committee to move forward with our legisla- 
tive proposals either in present form or in some modified form so 
that pe(q>le can indeed learn whac is in the products that they are 
purchasing and subsequently ingesting. 

So I commend you, Mr. Chairman, for having the hearing and 
hope that it will provide some fiirther basis for our moving forward 
with our labeling Iwislation. 

The Chairican. Thank you. Senator Metzenbaum. 

Senator Grassley. 

Senator Grassley. Thank you, Mr. Chairman. 

I want to be very candid and say that even though I have views 
unrelated to the fact that my State is a leader in the production of 
food, I would be lees than candid if I did not admit that that has 
some of my interest as well. 

I think that the remarks that I made at our last hearing, the one 
on S. 1699, which dealt with nutritional labeling, are still very ap- 
propriate. On that occasion, I pointed out that most of us endorse 
the notion that we should try to understand as completely as possi- 
ble the effects of food and diet on our physical and mental health. 

It }a sensible to support research into tins matter, and it seems to 
me also sensible to try to make sure that the resultB of such re- 
search are provided to consumers in a way which sdlows them to 
make well-informed choices about what they eat. 

However, it is also important, Mr. Chairman, for the public to be 
aware of the issues on which there is considerable controversy in 
the qualified ocientific community, and this matter of the relation- 
ship oetween nutrition and disease is one in which there is consid- 
eraiole controversy, despite efforts to present recommendations as 
though the^ ei^oyed the support and complete consensus within 
the scientific community. 

Mr. Chairman, I would like to submit for the record the execu- 
tive summary of a General Accounting Office study entitled, and I 
quote, ''The National Academy of Sciences Report on Diet and 
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Health: Are they Credible and Consistent?" That is the end of the 
tiUe. 

The Chairman. Without objection, we will place it in the record. 

[Note: In the interest of economy, the report referred to was re- 
tained in the files of the committee. However, if a copy is desired it 
mav be attained from the General Accounting Office.] 

Senator Grasslky. I recommend the GAO report to all those who 
are interested in finding their way in this policy area. Here, I 
woulu like to just call attention to several comments to be found in 
the conclusion of that GAO report. 

The GAO concluded— and I quote— that ''The scientific evidence 
required before providing public dietary advice to reduce chrc Ac 
disease risk is a controversial matter in the scientific community." 

It then went on to state — and I would quote again— "No stand- 
ard of scientific evidence has been universally agreed upon for 
making public recommendations about diet's relationship to chron- 
ic disease risk." 

And finally it said, referring to the two National Academy stud- 
ies on nutrition and health that it studied, that, and I ^uote, ''A 
discussion of the different schools of thought about public dietary 
advice would have provided a better context for policymakers as 
they assess the issue involved." 

I would say to you, Mr. Chairman, that it seems to me that the 
same as what was said in the GAO study about scientific analysis 
of dietary advice might also be said of Senate committee hearings. 

Finally, Mr. Chairman, I would also like to submit for the record 
an article from the New York Times, dated October 7, 1985, the 
point of which is well captured in the first paragraph of the article 
where it states, and I quote, ''In an unusual move, the National 
Academy of Sciences announced today that some of the nation's 
most eminent scientists were in an irreconcilable conflict over pro- 
posals to alter the recommended levels of certain vitamins and 
mineraib *n the human diet." 

Thank yen, Mr. Chairman. 

The Chairman. Thank you. Senator Grassley. 

Let us turn to Senator Kerry. 

Senator Kerry. Thank you, Mr. Chairman. 

I am delighted to represent a State which has been pioneering a 
great deal m this field. But it is obvious to all of us, and the pur- 
pose of this hearing underscores the fact, that we have a great deal 
of distance yet to cover. 

Today, according to a report— and I believe my colleague has 
mentioned it— b^ the National Academy of Sciences, nutritional 
factors are imphcated in the etiology of 6 of the 10 leading causes 
of death in the United States: Heart disease, cerebrovascular dis- 
ease, cancer, adult-onset diabetes, arteriosclerosis, and alcohol-in- 
duced sclerosis. 

Moreover, that same report says that the role of diet in both the 
prevention and treatment of many conditions such as obesity, os- 
teoporosis, gastrointestinal disorders, low birth weight, dental 
canes, iron deficiency anemia, and others, is clearly oocumented. 

Now, that news is of obvious importance. Cancer and heart dis- 
ease alone wreak an enormous social and economic cost on this 
country. Estimates indicate that coronary heart disease is responsi- 
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ble for more than 550,000 deaths in the United States each year. 
Cancer costs the economy of our country $37 billion annually. 

If good nutritional practices can reduce the suffering and the an- 
guish and the costs of these and other diseases, then obviously, we 
have an obligation to try to identify and to encourage those good 
practices. 

But it is obvious that we have far to go. As a nation and as a 
world, we are faced with a very ironic set of nutritional dilemmas. 
We are simultaneously addressing the problem of botih malnutri- 
tion and obesity. In the United States, obesity is the most prevalent 
form of nutritional problems. Thirty-two percent of men and 63 
percent of women in our Nation are above what is known as ''ideal 
weiffht,'' and at the same time, we know that many in our country 
suffer from caloric deficiencies, including the 10 to 15 percent of 
the infants and children of migratory workers and some poor rural 
populations who suffer both growth retardation because of dietary 
inadeouacies. 

In the world community, some 800 million persons are believed 
to suffer from hunger, wim at least 450 million of those being chil- 
dren. 

So we are faced with a situation where our dietary needs obvi- 
ously vary. We need to know more about the effects of nutrition 
during pregnancy, during infancy, during childhood, and during 
the later years of life. And we need to understand the role of nutri- 
tion in the management of disease and its interaction with func- 
tions such as immunity. 

These are difficult but vitally important challenges, and I think 
that oday's hearing is an important step in the effort to draw from 
all walks of life to b^^ to understand how we can do a better job 
of getting America to understand this. 

Unfortunately, over the years, nutrition and fitness have been 
areas fraught with myths and extremes. Uncertainty in our knowl- 
edge has allowed imscrupuloun promoters to prey upon the fears of 
those concerned about their health, and as one consumer advocate 
recently noted, the public is not reading scientific literature; they 
are responding to Madison Avenue marketing. 

Somehow, those of us in Government, industry, and the health 
professions have to find a way to develop, interpret and properly 
disseminate accurate and appropriate information about nutrition 
and fitness. It is difficult to do, but I look forward to the testimony 
today which will bepart of the effort to do that. 

Thank you, Mr. Chairman. 

The CHAmMAN. Thank you so much. Senator Kerry. 
[The opening statements of Senators Kennedy and Dodd and the 
prepared statement of Senator Thurmond follow:] 

Opknino Statement of Senator Edward M. Kennedy 

Senator Kennedy. We are here this momiiig to hear about nutrition and fitness- 
two important elements of dise^ prevention. The benefits of prevention are ex- 
tolled by many and clearly with good reason. Every individual stands to benefit 
from leaiding a healthv lifestyle. 

But, while thousands of Americans are alive today who might not be if it were not 
for advances in prevention that have dramatically reduced our national incidence of 
heart disease, our success with other diseases and for many specific high risk popu- 
lations has not been good. 
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The incidence of cancer continues to grow despite convincing evidence about the 
value of dietary changes and abstinence from smoking. We hear frequently about 
the increased use of cigarettes especially among young women and teenagers. 

And, the disi^pointinf^ statistics contained! in the report of the Secretary of 
Health and Human Services establish that minority populations who stand to gain 
most through preventive strategies have hardly begun to reap any of the benefits of 
prevention. 

The advantara to be gained through disease prevention are obvious, especially 
when comparea with the expensive and grim alternatives. The evidence of its bene- 
fits is substantial and growing. Less obvious, though, are effective strategies for 
reaching peo|^ and affSicting the necessary changes in their liv€>s. This challenge 
should not be minimiiied. 

Beffinning with The Surgeon General's report, ''Healthy Ptople," in 1979, a series 
of feoeral studies issued w The Surgeon General and The Center for Disease Con- 
trol have laid out a convincing road noap toward a healthier America. But, the 
Reagan administration has failed to provide the leaierdiip needed to achieve these 
goals. While much can be done at the state and community level, a national com- 
mitment is essential. 

Preventive medicine saves lives and it saves money, but it will save fewer liver 
and less money if we do not support efforts to bring preventive medicine to the 
people of this country. 

Yet, our government has behaved in this penny-wiso fashion. For example, the 
WIC program has had a significant proven impact on iron deficiency anemia in 
many psra of this country. But, the Reagan administration has slashed the pro- 
gram. 

Bialnutrition had been storaed and even eliminated in many parts of this country 
by the food stamp and school lunch programs. But, now a new generation of Amen- 
can poor and especially poor children will suffer the effects of dietary deficiencies. 

Hunger is the most preventable djsea<ie we have found. It would be particularly 
callous and irresponsible to turn our attention toward preventing disease for those 
who eat too mucn while ignoring the plight of those who can only afford to eat for 
part of each month. 

I welcome the testimony here this morning because preventive medicine affords 
us such rich possibilities for the f^ituro. 

SrATDflNT OF SbNATOK CHUSrOPHTS J. DODD 

Senator Dodd. I am pleased to attend this hearing on a most important issue: 
Namely, the health and fitness of all Americans. Several months ago, this commit- 
tee considered the effects of artificial sweeteners on the American Public. At that 
time, I raised the issue of the effect of such sweeteners on children, many of whom 
are consuming five or six sodas and an equal number of candy bars every day. 

Last month, the Subcommittee on Children, Family, Drugs and Alcoholism on 
which I serve as ranking minority member held a liMu^ng on nutrition and fitness 
as it pertains to the health of younger Americans. We hMurd from expert witnesses 
about the effect of fast food diets and sugar on the hiialth of the 64 million Ameri- 
cans who are children. Just as importantly, we heard from experts about the physi- 
cal fitness of our Nation's youth and the necessity for physical education and train- 
ing at home and at school. 

In my State of Connecticut, some schools are attempting to improve health *>nd 
fitness training. At Wilton High School, for example, over the past 3 years students 
have been spending 3 dayv a week on fitness exercises. The rest of the week is spent 
on other sporting activities. Lnprovement on tes^. scores for running, sit-ups, and 
stretching exercises has ranged nom 7 percent to 17 percent likewise, the Simsbury 
public schools have initiated a physical fitness program for students, including a 
series of exercises students may practice at home. Recently, 52 Simsbury students 
received the Presidential award for fitness. Simsbury wants to continue its pnwram, 
however, because the migority d its students still score bel"^ average on ntness 
teste. 

In closing, I would hope that the focus on excellence in our public shcools would 
include physical Rtness as weU as scholastic achievemente. I am certain that our 
witnesses this morning will be able to suggest ways to improve the health and fit- 
ness of future generations of Americans. 

And, as we all know, health can be improved at any age. So, I look forward to 
hearing the testimony of the witnesses this morning about improving nutrition and 
fitness for Aniericans of all ages. 

[The prepared statement of Senator Thurmond follows:] 
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STATEMENT OF SENATOR STROM THURMOND (R-SC) BEFORE THE SENATE 
LABOR AND HUMAN RESOURCES COMMITTEE REFERENCE FITNESS AND 
NUTRITION IN PUBLIC HEALTH, SD*il30, NOVEMBER 13, 1985, 9:30 AN. 

IT IS A GREAT PLEASURE TO BE HERE TODAY TO RECEIVE 
TESTi:<ONT ON FITNESS AND NUTRITION. I AM HAPPY TO HAVE EARNED A 
REPUTATION FOR TAKING THESE ISSUES VERY SERIOUSLY. 

TO BECOME A SENATOR ONE MUST GAIN THE SUPPORT OF THE 
CONSTITUENTS. TO BECOME A SEHIQR SENATOR, ONE MUST CONTINUE TO 
PLEASE THE CONSTITUENTS AUD STAY HEALTHY. 

I ASSUME THE HEALTH OF THE CAST IN A POPULAR TELEVISION 
IROGRAH IS ALSO VERY IMPORTANT TO ASSURE ITS LONG-TERM SUCCESS. 
MAYBE ThAT IS WHY MS. EVANS, WHOSE TELEVISION HUSBAND IN DYNASTY 
IS A rEV YEARS OLDER THAN SHE, HAS ASKED ME FOR MY PERSONAL 
NUTRITION AND FITNESS SECRET.' . UNLIKE SEVERAL OF THE 
OUTSTANDING VITN&SSES HERE TODAY, I AM NOT QUITE READY TO WRITE 
MT FITNESS BOOK, AND PUBLICIZE THESE SECKETS. 

IN ALL SERIOUSNESS, MR. CHAIRMAN, I COMMEND YOU FOR 
SCHEDULING THIS HEARING, AND FOR GATHERING SUCH AN IMPRESSIVE 
GROUP OF WITNESSES TO TESTIFY. 

THIS COMMITTEE HAS BROAD JURISDICTION OVER HEALTH 
LEGISLATION. WE PASS MANY LAWS WHICH ARE DESIGNED TO IMPROVE 
THE QUALin OF HEALTH CARE IN OUR NATION. FEDERALLY SUPPORTED 
RESEARCH HAS IMPROVED THE ABILIH OF THE MEDICAL PROFESSION TO 
SUCCESSFULLY TREAT VARIOUS DISEASES. WE ARE CHANGING THE LAW TO 
EMPHASIZE HOME HEALTH CARE, AND NOT EXPENSIVE INSTITUTIONAL 
CARE. DESPITE ALL THE GOOD CONGRESS MAY DO IN THE AREA OF 
HEALTH CARE, THERE IS NO SUBSTITUTE FOR THE COMMON SENSE 
APPROACH OF TAKING BETTER CARE OF OUR BODIES. 
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I FIRMLY BELIEVE THAT A DAILY EXERCISE PROGRAM, EATING A 
BALANCED DIET, GETTING SUFFICIENT SLEEP, AND STAYING AWAY FROM 
SMOKING AND ALCOHOL IMPROVES THE QUALITY AND THE QUANTITY OF 
LIFE. 

THANK TOU ALL FOR BEING HERE. REGRETTABLY, I CANNOT STAY 
FOR THE FULL HEARING DUE TO PRIOR SCHEDULING CONFLICTS. 
HOWEVER, I LOOK FORWARD TO CAREFULLY STUDYING THE TESTIMONY 
WHICH WILL BE PRESENTED TODAY. 
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The Chairman. Wr are going to have a cloture vote at 10 o'clock 
sharp today, I believe, on the textile bill, sc we are going to start 
right now, and hopefUlly, Congressman Ritter, we can finish with 
you before we have the vote. 

Our first witnera today will be Congressman Don Ritter. Dr. 
Ritter hns a Ph.D. from the Massachusetts Institute of Technology 
and is a highly regarded scientist-legislator. 

You and I have talked over the months about the importance of 
emphasizing ttie importance r revention as it relates to health 
and the need for bringing to the highest level of national 
awareness. So we feel very gijd in having you here, and we look 
forward to taking ycur testimony, Don, so please go ahead. 

STATEMENT OF HON. DON RITTER, A REPRESEN'MTIVE IN 
CONGRESS, FROM THE STATE OF PENNSYLVANIA 

Dr. RnTER. Thank you, Mr. Chairman, and members of the com- 
mittee. 

I think there is at least one witness here who is for more popular 
than I am, so I am going to try to get my testimony thr^' ^h as 
quickly as ponible. 

I am Don Ritter. I represent the Lehigh Valley of Pennsylvania. 
I am a runner. I am a ntness buff. I look after my diet. And I also 
serve on the House Subcommittee on Health and the Environment 
of the Energy and Commerce Committee. 

I join you toda; in voicing concern that our Nation needs to cun- 
tinue and strengthen its commitment to preventive health meas- 
ures. I am before you to support the bill to create a Presider - 
Council on Health Promotion and Disease Prevention which will e 
introduced in the near future by yourself. Senator Kennedy, and i v 
myself working closelv with G>ngres8man Wazman, to introduc 
similar legislation in the House. 

Because cS the critical need and importance of prevention me&^* 
ures, the President of the United States, through the President's 
Council on Health Promotion and Disease Prevention would focus 
national attention on heilth promotion and dip iSe prevention, 
while encouraging individual and joint efforts among Government, 
business, health professionals^ and community groups to take 
action in preventive activities. 

As many persons in this room are acutely aware, Americans will 
spend nearly $1.2 billion every day for health care. This enormous 
miancial burden weighs heavily on individuals, businesses and our 
society as a whole. Prevention, by looking to the future to avoid 
phvsical, emotional and financial burdens, is an effective way to 
help address health concerns and coste. 

Prevention has proven to work very well. The case for heart dis- 
ease illustrates this. In tk<^ las.. 15 yoars, the mortality rate from 
coronary heart diseat^e in persons aged 35 to 74 has fallen more 
than 20 percent. Much of tnis is due to healthier lifestyles, includ- 
ing less cholesterol and fewer cigarettes, and perhaps these life- 
style changes played the biggest role in reducing the death rate. 

This means that over 800,000 lives have been saved since 1968. 
This translates into an annual dollar savings of $10 billion in direct 
cost for care and treatmentt in addition to the immeasurable value 
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of avoiding the psychological trauma of those affected by heart dis- 



Mr. Chairman, public focus on prevention of consensus-acknowl- 
edged, health-damaging behaviors or risks also has the salutary 
emct of siving citizens some greater perspective on the hazards 
th^ face m a modem tedmological society. 

Ihrevention programs already underway have, most naturally, en- 
gaged in priori^ ranldngs of hazards and risks that allow individ- 
uals to view their risk environment in more losical perspective. 

Down the Um, this can only be helpful to tne intelligraoe of the 
health, safety, and environment regulatory process. This result 
would not deflect efforts away from au* and water nollution, haz- 
ardous waste, food additives, et cetera, but would allow a qrstem 
with scarce resources to use those resourcec more effectively. 

Potential for prevention exists in key areas of injury and disease, 
such as motor vehicle accidents, fire accidents, cancer and stroke. 
For example, in hearings recently held by the science policy task 
force on tne role of the social and behavioral sdences, we herrd 
testimony regarding the recent research conducted on lights at eye- 
level in tne rear of cars. Sudi lights are now being installed in cars 
and are preventing accidents. And many prevention methods can 
be promised as simple, personal, voluntary acts: putting aside the 
salt shaker, watching one's diet, going out for regular, brisk walks 
or taking other regular exercise, gettmg sufficient sleep, installing 
a smdce detector, buckling up a seatbelt. 

Already, sevend key sectors of our sociel^ have demonstrated an 
avid interest in prevention and recognize its significance. The De- 
rartment of Health and Human Services has set up an Office of 
Disease Prevention and Health Promotion. 

The 1990 Health Promotion Ofagectives established bv the U.S. 
Public Health Service serve as an excellent blueprint for preven- 
tion actions on a national scale. 

Mr. Chairman, at the vanguard of fbcusing attention on preven- 
tion has been Robert Rodale, chairman of Rodale Press, which pub- 
lishes Prevention, the world's larsest health magazine and has a 
readership of 3 million people. Rodale Press also sponsors the Pre- 
vention mdex, a surv^ or people*? attitudes and actions toward 
health-promoting behaviors which are defined by a cro co s ec tion of 
health experte, conducted by Lou Harris and Associates. Mr. 
Rodale for the past year has souj^t a way to motivate individuals, 
to make them aware, and to take more actions to ensure their own 
health. 

The President's Council on Health Promotion and Disease Pre- 
vention, wldch he whole heartedly endorses, is a creative aud po- 
tentially effective means to that goal. 

The concept of individu&i actions is realized in this important 
legislation that you, Mr. Chairman, Senator Kennedy and I, work- 
ing with Congressman Wsjonan, plan to introduce. According to 
the Prevention Index, in 1986, 70 percent of adults say that infor- 
mation from the media has motivated them to improve their 
health habits in the last 5 vears. 

Federal commitment to health prevention measures that will in- 
crease public awareness of disease prevention and health promo- 
tion is also important 
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This administration, Mr. Chairman, prides itself on tapping 
grassroots citizens' efforts and then providing national coherence 
and motivation to such efforts. Such is the potential for a Presi- 
dent's Council on Healdi Amotion and Disease Prevention. 

Why shouldn't our most fitness-conscious, extremely healthy, 
senior citizen President lead the charge of a preventi(m*con8cious 
America? 

The President's Coxmcil on Health Promotion and Disease Pre- 
vention will be one important part of this Congress' actions to im- 
prove the health of Americans. The Council on Health {^motion 
and Disease Prevention would— and this list is by no means com- 
plete — crystallize the value of prevention in the public's mind; 
identify populations who can benefit most firom increased emphasis 
on prevention and health promotion, developing programs for 
them, especially the poor, women, minority, and elderly popula- 
tions, whose heal A at times lags behind; encourage State and local 
governments to emphasize prevention activities and research; 
evaluate available healtb promotion and disease prevention re- 
sources and suggest methods for better use of these resources. 

Mr. Chairman, I commend you for taking an important step with 
the President's Council on Health Promotion and Disease Fireven- 
tion in the fight to improve the health of Americans by increasing 
individuals' awareness of how they can themselves improve their 
own health 

Thank you, Mr Chairman. 

The Chairbian. Thank you. Congressman Rittor. 

We appreciate you taking time from a busy schedule and being 
with us today. We are grateful to have you here. Thank you for 
being with us. 

[The prepared statement of Congressman Ritter follows:] 
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STATEMENT OF CONGRESSMAN DON RITTER 



BEFORE THE 



SENATE CC'IMirrEE ON LABOR AND HUMAN RESOURCES 
REGARDING NUTRITION AND FITNESS 



THE PRESIDENT'S COUNCIL ON HEALTH PROMOTION AND 



Th# Nggd far MAr# Kinnh««U on Pr>v#ntiv# Heilth MgnurM 

Good mornins ChAirnuui Hatch, and mcmhcn of Che 
ComroitUc. My name H Don RitCcr and I serve on Che House 
Suhcommittee on Health and Che EnviroomenC of Che Enersy and 
Commerce CommiCCce. I Join you Coday in voicins concern ChaC 
our naCion ncedi to conCinue and iCrenxthen its commiCment Co 
prevenCive health meaiuret. 

I am hefbrc you to nipport the hill to create a President*! 
Council on Health Promotion and Disease Prevention, which will 
be Introduced, in tiie near future, hy Senators Hatch and 
Kennedy and hy myself in the House of Representatives. 
Because of the critical need and importonce of prevention 
measures, the President of the United States, throuRh The 
President's Council on Health Promotion and Disease Prevention, 
would focus national attention on health promotion and disease 
prevention while encouraxina Individual and Joint efforts among 
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Kovernniciit, business, heslth profestionsls snd community 
xroups to tskf sction in preventive sctivities. 

As many persuni in this room sre scuteiy swsre, Americans 
will spend nearly $1.2 billion every dsy for heslth care. This 
enornons financisS burden weiahs hesviiy on Icdividusis, 
businesses and oar society as a whole. And prevention — by 
lookina to the future to svoid physical, emotional and finsncisi 
burdens is an effective way to help sddreu heslth concerns 
and costs. 

Prevention hss proven to work very well. The case with 
heart disease illustrates this. In the last IS years, the mortslity 
rate from coronary heart diseaM io persons aaed 35 to 74 hss 
fallen more than 20 percent. Healthier lifestyles - including 
less cholesterol and fewer ciaarettcs - played the biagest role 
in reducina this death rate. This means over 800,000 lives hsve 
been saved since 1968. And this translates into an annual 
dollars savinxs of $10 billion in direct ca for care and 
trestment, in addition to the immeasurable value of avoiding 
the psychological trauma of those affected by hesrt disease. 
Public focus on prevention of consensus-acknowledged, health- 
damaging behaviors or risks also has the salutary effect of 
giving citiicns some greater perspective on the hsiards they 
isce in a modern technological society. Prevention programs 
already underway, have, most aaturslly, engsged in priority 
rankings of haaards and risks that allow individuals to view 
their risk environment In »jcre logical perspective. Down the 
line this csn only be helpful to the intelligence of the health. 
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safety and environment regulatory proceu. TbU result would 
not deflect efforU away from air and water pollutinx hazardous 
waste, food additives, etc. but would allow a system with scarce 
resources to use those resources more effectively. 

Potential for prevention exisU in key areas of Injury and 
disease, such as motor vehicle accldenU, fire accldenU, cancer 
and stroke. For example. In hearings held by the Science Policy 
Task Force on The Role of the Sodal and Behavioral Sciences, we 
heard testimony regarding the recent research conducted on 
lighU at eye»level in the rear of cars. Such lighU are now being 
Installed In cars and are preventing accidents. And many 
prevention methods can be promoted as simple, personal, 
voluntary acU: putting aside the salt shaker, going out for 
regular, brisk walks, installing a smoke detector, buckllng-up a 
aeat belt 

Already several key sectors of our society have 
demonstrated an avid Interest In prevention and recognlxed its 
significance. Tht Department of Health and Human Services has 
set up an Office of Disease Prevention and Health Promotion. 
The 1990 Health Promotion Objectives, established by the U.S. 
Public Health Service, serve as an excellent blueprint for 
prevention actions on a national scale. Still, many prevention 
activities that are effective remain under-nsed. And certain 
prevention needs are not being adequately addressed. 
Prevention measures deserve much more attention. 

At the vanguard of focusing attention on prevention has 
been Robert Rodale, Chairman of Rodale Preu, which publishes 
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Pr»w#iifion .. the world's larxeal kcillk maMtinc - with a 
rcidcrtkip of 3 million people* Rodale Press also sponsors the 
PrtvgnHoti Tiirf#T- a survey of people's allltvdes and actions 
toward kealtk-pronotlnx bekavlor defined by a cross section of 
keiltli eiperts* conducted by Lou Harris and Associates. 
Workinx witk Public Voice for Food and Healtk Policy, a non- 
profit cottsnmer organisation. Mr. Rodale for tke past year kas 
•onxkt a way to aMtlvate Indlvldnals to take more action to 
ensure tkeir own kealtk. Tke President's Council on Hctltk 
Promotion and Disease Prevention, wkick ke wkolebeartedly 
endorses. Is a creative and potentially effective m*ans to that 
foal. 

Tke concept of Individual action is realised In this ImporUnt 
lexlslatloa, tkat you, Mr. Ckalrnua, and Senator Kennedy, plan 
to Introduce. According to tke Prwntion indmn loag. 70% of 
adults say tkat Information from tke media kas motivated them 
to Improve tkeIr kealtk kablts In tke last five years. Federal 
commitment to kealtk prevention measures that will Increase 
public awareness of disease prevention and health promotion Is 
Important. 

This administration prides itself on tappinx xrass-roots 
citlsens efforts and then providlnit national coherence and 
motivation to such efforts. Such Is the potential for a 
President's Council on Health Promotion and Disease Prevention. 

The President's Council on Health Promotion and Disease 
Prevention will be one Important part of this Congress' actions 
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to iiaprovc Ike kctllk of Amcrlca&s* Tkc Pretldcnl*f Council on 
Hoaltk Promotion and DlMtsc Prevention would: 

cryttallte tke value of prevention In tke 
public*! mind 

Identify tkoae populations wko can benefit moat 
from Increased empkasis on prevention and kealtk 
promotion and developing programs for tkem, especially 
for tke poor, women, and minority population 

encouraKe state and local governments to 
empkaslte prevention activities and researcb 

evaluate available kealtk promotion and disease 
prevention resources and surest metkods for better use 
of tkese resources 

Mr. CkalrmaUf I commend you for taking an Important step 
witk Tke PrMldent*s Council on Healtk Promotion and Disease 
Prevention In tke fiitkt to Improve tke kcaltb of Americans by 
increadnx individuals* awareneu of kow tkey can Improve tbeir 
own kealtb. 
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The Chairbcan. At this time, we will move to our first panel. Dr. 
C. Everett Koop is Surgeon General of the United States, who we 
are very grateful to have here, and Mr. Glen Swengrus, of the 
Presidert's Council on Physical Fitness and Sports. 

I think before we take the testimony of Dr. Koop and Mr. Swen- 
gros, we do have a vote on the floor, and I thiak what we will do is 
recess, go over and get that vote over with, and then we should not 
have any more interruption and can get this thing moving. So, we 
will recess just for a few minutes and run over and come right 
back. 

(Short recess.] 

The CHAmiiAN. If we could have order. 

Without objection, we will place a statement by Senator Thur- 
mond in the record, immediately following the opening statement 
of Fenator Dodd. 

We are very happy to welcome our first panel here. First, I 
would like to mtroduce Dr. C. Everett Koop, the Suigeon General 
of the U.S. Public Health Service, who has just been reconfirmed 
for his second term of o£5ce. 

Dr. Koop advises the public on health matters such as smoking, 
nutrition, environmental hazards, immunizations, and disease pre- 
vention. Dr. Koop went to great effort to be with us here today. He 
flew in from an unportant meeting in Los Angeles, or at least, on 
the west coast, and 1 believe he is going to have to fly out at about 
11 today. 

So, Dr. Koop, as soon as you are through testifying, we will be 
happy to excuse you. But we are very, very appreciative that you 
have taken the time to be with us today, because this is an impor- 
tant hearing, and it just would not be as important without having 
you here. 

Second, I would like to introduce Mr. Glen Swengros, Director of 
Federal-State Relations of the President's Council on Physical Fit- 
ness and Sports. Working with State departments of education, Mr. 
Swengros keeps abreast of all legislation affecting physical educa- 
tion programs. 

We want to welcome both of you here this morning, and we ap- 
preciate your being here. We would like to limit all witnesses to 5 
nunutes if we can, so we can have some time for questions 

We will start with you, Dr. Koop. 

Senator Kennedy. Mr. Chairman, if I could, I would like to join 
in welcoming our witnesses today and also conmiend you for chair- 
ing these extremely important hearings. I think that what we are 
going to hear today will be of enormous importance to not only the 
members of the committee and the Senate, but also for the coun- 
try. 

1 just want to mention the fact that in the whole area of disease 
prevention and health promotion, one of the very important areas 
IS nutrition, and I am very much concerned about the failure of us 
as a society to meet this particular need. If there is one problem we 
know how to deal with in our country, it is how to feed people. We 
are debating now what Congress is going to do with enormous sur- 
pluses, expenditures of billions of taxpayers' dollars to find out the 
problems— particularly expectant mothers who are eligible for the 
WIC Program; increasing numbers of individuals who are not get- 
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ting the kind of nutrition they ueed» the prenatal* postnatal* perin- 
atcu care* something of enormous importance* and problems of 
hunger in other parts of our society are something uiat is enor- 
mously important* as well as the kinds of issues that we are going 
to raise today. 

I do not want to diminish the importance of the kinds of recom- 
mendations, and the expertise* and the knowledge that we are 
going to hear today* because I feel very strongly that it is of great 
significajice and importance. But I do want to flag at the very 
outset of ^e hearings that we have seen a continuing and ongoing 
reduction in essential nutntion programs for the most vulnerable 
people in our society* and when we are talking about fitness* this is 
an area which i hope we will be able to explore during the course 
of these hearinn. 

I thank you* Mr. Chairman* and I welcome our witnesses. 

The Chairman. Thank you so much* Senator Kennedy. 

Dr. Koop* we will turn to you. 

STATEMENT OF DR C. EVERETT KOOP* U.S. SURGEON GENERAL* 
ACCOMPANIED BY DR J. mCHAEL McGINNIS* ASSISTANT SUR- 
GEON GENERAL AND DEPUTY ASSISTANT SECRETARY FOR 
HEALTH (DISEASE PREVENTION AND HEALTH PROMOTION); 
AND GLEN SWENGROS* REPRESENTING THE PRESIDENTS 
COUNQL ON PHYSICAL FITNESS AND SPORTS 

Dr. Koop. Thank you, Mr. Chairman. 

I appreciate the opportunity to speak before this conunittee on 
the rote of nutrition and physical fitness in public health from the 
perspective of the VS. Public Health Service. 

With me this morning is J. Michael McGinn^ 3* Assistant Surgeon 
General and Deputy Assistant Secretary for Health— Disease Pre- 
vention and Health Pnmiotion. 

The Chaibiian. We are glad to have you* Mr. McGinnis. By the 
way* I wont to personally tell you my appreciation for you coming 
out to Utah and participating in our Women's Conference* which 
was really a great success, thtmks to people like you. 

Dr. MdGriNNis. M^ pleasure. 

The CrttAiBiCAN. Go ahead* Dr. Koop. 

Dr. Koop. Mr. Chauman* the health of Americans is* of course* 
primarily an individual* personal concern* but it is also a national 
concern and one wUch we have learned to be positively influenced 
by public poli^ as well as by publicly supported research and serv- 
ices. 

Assei«ments of the health status of the American population in- 
dicate that we as a nation are healthier and live longer now than 
at any prior time in histor]^. Many improvements in health status 
are dae to advances in clinical treatment achieved in the last sev^ 
eral decades. But a sizable portion of these gains is attributable to 
application of what we have learned about preventing disease. 

Research into the various leading causes of death and disability 
for Americans Las identified a number of controllable factors and 
suggested that our previous reliance on "a pound of cure'' may 
have lulled us into giving too little attention to the effectiveness of 
the proverbial "ounce of prevention." 
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A shift in public policy occurred with the recognitioa of the po- 
tential of prevention for bringing about greater improvements in 
the health of Americans. This ^ift was enunciated in the book» 
"Healthv People— The Surgeon General's Report on Health Promo- 
tion and Disease Prevention/' published in 1979. Since its publica- 
tion» "Healthy People'' has served as a focal point for a national 
policy the goal of which is the promotion of health and the preven- 
tion of disease. 

An outgrowth of this basic promotion document was the publica- 
tion in 1980 of "Promoting Health/Preventing Disease— Olj dctives 
for the Nation." Several hundred experts from acruss the country 
participated m that objective«etting process which addressed 227 
^tems in 15 areas dec med to be high public health priorities; 2 of 
these 15 areas are nutrition and physical fitness— the sulgects of 
your hearing today. 

We have become convinced that activity tajcgeted to these two 
areas can help reduce unnecessary risks and enhance good health. 

For example, dietary factors have been found to play a signifi- 
cant role in a number of disorders such as cancer^ atherosclerosis, 
hypertension, and anemia Physical exercise and physical fitness 
have also been found to help reduce risks of hypertension, osteopor- 
osis, and contribute indirectly to lower rates of problems like heart 
disease and diabetes. 

Since 1980, when "Promoting Health/Preventing Disease" was 
first published, the Public Health Service has been engaged in re- 
search, public education, and monitoring, and surveillance efforts, 
whose purpose has been to facilitate a national improvement in 
health behavior across all 15 areas, including nutrition and physi- 
cal fitness. 

This year, 1985, we are engaged in what we have termed our 
mid-course review of the 1990 health olgectives, allowing us to 
absess what progress has been made, what midcourse corrections 
might be in order, and what increased attention may be required to 
meet the objectives that were set in 1980. 

Let me give you a few examples about what we know about the 
health of Americans in the area of nutrition and physical fitness 
and what new efforts are being considered: 

OBKsmr. 

Obesity is a function of both nutritional and physical exercise, 
and data now available suggest we need improvement nationally in 
this area, though our midcourse estimate of progress is awaiting 
the results of 1985 surveys. We started from a baseline in the late 
1970's of 28 percent of adults being overweight. That is equivalent 
to about 34 million people, 20 years of age and older, who are at 
risk for those chronic diseases associated with overweight and obe- 
sity. 

For example, in the last National Health and Nutrition Exami- 
nation Survey, 1976-80, about 60 percent of black women, aged 45 
to 64, were overweight, as were 30 percent of white women of that 
same age. 
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CHOLESTEROL 

The objeH;i 7o of reducing the proportion of adults with serum 
cholesterol levels from 230 milligrams by at least 50 percent start- 
ed from a base estimate in 1980 that showed high serum cholester- 
ol levels in middle-agsd men and women. About 25 percent of men 
and 30 percent of women have levels over 240 milligrams. 

Meanwhile, concerns about the efTects of this problem of hypo- 
cholesterolemia has led us to mount a National Uiolesterol Educa- 
tion Program, modeled on the earlier successful National High 
Blood Pressure Education Program, which is b^inning on Novem- 
ber 15 under the leadership <^ the National Heart, Lung, and Blood 
Institute and the Food and Drug Administration. 

In spite of not havinff the estimates in for 1985, we do have sur- 
rogate measures provided by food conpomption surveys that indi- 
cate there has been about a 15-percent decline in fat consumption 
between 1960 and 1980. 

NUTBinON AWARENESS 

An objective to increase public awareness about the association 
between diet and disease shows some significant progress, especial- 
ly regarding such conditions as atherosclerosis and h]i)ertenaion. 
For example, nearly 60 percent of Americans report making an 
effort to avoid hiffh cholesterol foods. The recently revised "Dietary 
Guidelines," published jointly by the Department of Agriculture 
and the Department of Health and Human Services, addresses both 
tihds particular objective and a more general concern, to make a 
series of positive recommendations to the American public about 
what constitutes a healthfol diet 

A recent evaluation of the use of more than 7 million copies of 
the first edition of "Dietary Guidelines" found widespread adoption 
by private and public sectors for such purposes as menu planning;, 
curriculum development, food preparation practices, and public 
education efforts. 

YOUTH FITNESS 

Our objective to increase the proportion of children and vouth 
participating in appropriate physical fitness programs faces the se- 
rious challenge in the next 5 years of increasing the number to 90 
percent of the population. Yet our national children and youth fit* 
ness study last year indicated that SO percent of today's vouth do 
not receive appropriate physical activi^, and that body tat meas- 
urements of children 10 to 17 are significantly higher than they 
were for children ot' the same age in the 1960's. We are planning to 
assist public schools and youth-serving organizations by providing 
criteria to better define what such programs entail and case studies 
of exemplary programs. 

ADULT FFFNESS 

Physical exercise for adults, especially for the older population, 
is posed as an objective capable of reducing disease and disability 
among those over 65. Our estimates indicate that even though one- 
third of adults say they exercise vigorously, only about 10 to 20 
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■ Jlf^^*!?'®' ^^n^^^'^^fe; ^ appropriate physical 

activity. Our objective calls for 50 percent by the year 1990: Our 
healthy older people public education program, undertaken in co- 
operation with the Administration on Aging, is addressing this 
health behavior, alon^ with nutrition and four other elements of 
health for older Americans. 

Now, tho question of fitness has rcmifications that go fa'- beyond 
physical exercise and nutrition, to include factors such as smokin« 
alcohol, and dru^ use, and we have mixed news to report oniUie 
prooess to date in these areas. 

With smokinf, the Objective to reduce the proportion of the popu- 
lation who smokes to below 26 percent for adults and below Oper- 
cent for children and youth faces serious challenges as we now we 
coming down to tte hardcore, heavy-smoker population. However 
smce raookiiur is ttie single most important preventable cause of 
mortality and morbidity m our country, efforts to influence people 
to quit smofang and to prevent young people from ever starting are 
at the top ofour agenda— and, I might add, also have a veiy per- 
»nal commitoent of my own; 2 weeks ago, the National Center for 
Health Statistics reported on the first quarter of this year on the 
prevalence of smoking in America and if the three quarters that 
foUow k^p up with jflie first quarter, we will, for the firet time in 
history, drop below 30-percent prevalence of smoking in this coun- 
try. 

As far as alcohol and drug abuse objectives go, we called for a 
reduction in alcohol-related automobile accident fatalities from a 
level of 11.5 per 100,000 to 9.5 per 100,000 by 1990. In 1983, this 
XJSn**"^y, »«duced below our 1990 objective, to 9 per 

100,000, and that was through extensive efforts by Wghway safety, 
law enforcement, pubhc health, and very effective grassroots onra- 
nizations. ° 

The objective on the use of drugs by young people, age 18 to 25. 
addreues unportant fitness issues. It calls for holding the propor- 
tion of users at a no«rowth level. The 1985 surveyof high school 
semors provides disturbing evidence that the 5-year downward 
trend in the use of ilhcit drugs among high school seniors has un- 
fortunat*!ly leveled off. «» uu 

Cocaine was tried by 17 percent of the 1985 class of high school 
semors, the hiriiest rate observed so far in this continuing survey: 
lo percent of high school seniors report using maryuana one or 
more times m a 30-day period, and 15 percent report using some 
jTigs other than marijuana, which is far above our target of less 
than 1 percent. * 

These are only a few of the many fronts on which we have en- 
gaged the risks to pubhc health posed by poor nutrition, lack of 
adequate phvsical exercise, and related pnAlems. Others include 
nutntioMl labeling to assist consumers to make bettor choices- 
public education programs aimed especially at high-risk popula- 
tions such aa pregnant women and infants, partnerships with pri- 
vate sector busmesses to bring health promotion, and fitness pro- 
grams to employees at their worksites and cooperative projects 
with oreanizations such as the American Dietetic Association, the 
Society for Nutrition Education, the American School Health Asso- 
ciation, and the American Association of School Administrators to 
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address nutrition and fitness issues through their professional 

"fflf comment, sir. I want to report that progress is being 
made onTmajor project with the guidance of our departmental 
NSStioMd Policy BoU to publish in 1986 a Surgeon Generds 
Jl^StTnutrita^ and health. This repon wm provide a compr^ 
SSrive analysis of the current state of our fawwledge a^^^^ 
relationships of nutrition with diseases and conditions 
uTto cauJTpremature death and uptoW sirffenng and econonuc 
lis to Americans. Its development by saentists pnmanly witlun 
the VS. PubUc Health Service is receiving careful peer review by 
nutrition scientists across the country. xt i. • 

oJr p^rSee in preparing and promulgatmg tho Report on Nutn- 
tion^^th ik to provide a firm fomidation for PU**'^ h«dth 
poUcy related to nutrition as we move forward to ir- .. our 1990 
objertives and beyond that, as we fonnuUte our r-aonal hea^ 
SSTand strategtea for the next decade leading to the ywr 2000. 
*^SaS yS; iSE Chairman. I would be happy to respond to any 

^^^IThe wepared statement of Dr. Koop and responses to questions 
submitted hy Senators Hatch and Grassley follows:] 
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Nr. Ghalnnan, thank you for the opportunity to speak before this 
oownittee about the role of nutrition and physical fitness in public 
health fr'^ the perspective of the U.S. Public Health Service. I am C. 
Everett Koop, Surgeon General of the U.S. Public Health Service. With we 
today is J. Michael MoGinnis, Assistant Surgeon General and Deputy 
Assistant Secretary for Health (Disease Prevention and Health Promotion) . 

The health of Mnericans is, cf course, primarily an individual, 
personal concern. But it is also a national concern, one which we have 
learnea can be positively influenced by ^lic policy as wel] as by 
publicly supported research and services. Assessments of the health 
status of the American population indicate that we as a nation are 
healthiei and live longer now than in any prior time in history. Mary 
in^o^^enents in health status are due to advances in clinical treatment 
achieved in the last several decades. But a sizable share of these gains 
is attributable bo application of what we've learned about preventing 
disease^^ Research into the various leading causes of death and 
disability for Anericane has identified a nunber of controllable factors, 
and suggested that our previous reliance on a "pound of cure" may have 
lulled us into giving too little attention to the effectiveness of the 
proverbial "ounce of rrevention." 

A shift in public policy occurred with a recognition of the po^ential 
of prevention for bringing about greater luprovements in the health of 
Awricans. The shift was enunciated in Healthy People ■ The Surgeon 
General's Report on Health Promotion and Disease Prevention , published in 
1979. Since its publication. Healthy People has served as a focal point 
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fee • Mtionil policy tht goil of which is the promotion of hwlth and 
the pctwntion of disease. An outgrowth of this L>8sic health promotion 
docvment was the fwblication in 1980 of Promoting Health/Preventing 
Disease - Ob jectives for the Nation . Several hundred experts from across 
the nation parcicipated in that obiective-setting process which addressed 
227 itaas in 15 areas deemed to be high public healtn prevention 
priorities. of those 15 areas are nuti-iticn and piiygieal 
fitness-»the subjects of your hearing foday. We have beocme convinced 
that activity targeted to these two areas can help leduce unnecessary 
risks and enhance good health. Por e}ca^>le, dietary factors have been 
found tp play a significant role in a nmber of disorders such as cancer, 
•therosclerosU, hypertension, and anemia. Physical exercise and 
f*Tysical fitness have also been found to help reduce risk of hypertension 
and osteoporosis and contribute indirecUy to lower rates of problem 
like heart disease and uiabebis. 

Since 1980, when Promoting Health/'Ptevcnting Disease - Objectives for 
^Nation >as published, the U.S. Public HeUth Service has been engaged 
in research, pjblic education and monitoring and surveillance efforts 
whose purpo«» has been to facilitate a national inprovement in health 
behavior across all of the 15 areas, including nutrition and physical 
fitness. T-<s year—1985-i« are engaged in what we have tmmd our 
■■id-course review" of the 1990 Health Objectives, allowing us to assess 
what progress has been made, what mid-course corrections might be in 
order, and what increased attention may be required to meet the 
objectives that were set in 1980. 

Lst ne give you a few exanples of what we know about the health of 
Americans in the areas of nutrition and physical fttness and what new 
efforts rre being consi.'eredt 
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o Obtsity-^ObMity U a function of both nutrition and physical 
MiclMf and data noir available au99Mt ve need in^ovement 
rationally in thia araa» though our nid-oourae estiiute of 
progreaa ia awaiting the reaulta of 1985 aurveys. He atarted 
from a beaeline in the late 1970^ of 28 percent of adu) taking 
orervaighti that*a equivalent bo about 34 Billion people 20 
yeara of age and older «^ are at riak for thoae chronic 
diaeaaea aaaoclatcd with overweight and obeaity. 

o Gholaaterol— Ihe objective to reduce the proportion of adults 
with aenn cholaatarol lev«la above 230 ag/dl by at leaat 50% 
atartad fron a baae eatiaate in 1980 that ahoved high aerun 
cholesterol levela in siddle-aged wn and woaen./y The next 
National Health and Nutrition Examination Survey in 1968 will 
chart our progreaa in thia objective. Haanwhile, concern about 
the effecta of thia problca of hypercholeateroleaia haa led ua 
to Mount a National Cholesterol Ekluoation Program, mDdeled on 
the earlier aucoeaafijl National High Blood Preaaure Education 
program, which U beginning on Novcnber 15 under the leaderahip 
of the National Heart, Lung and Blood inatitute and the Fbod and 
Drug Maiiiiatration.y 

o Nutrition Mreneaa— An objective to Increaae public awareneaa 
about the aaaociation ba twa e n diat and diaeaae ahowa aome 
signif leant prog r e aa , aapaclally regarding aucb oonditiona aa 
atheroaclecosia and hyperttnalon.^lhe recently reviacd Dietary 
Ouidellnea , publlM jointly by the Daparteent of Agriculture 
and the Department of Haalth and Human Servioea, addreaaea both 
thU partioilar objective and a BDra general concern to make a 
series of positive reoosmendatlona j the Mmriean public about what 



ERLC 



^0 



27 



oonstitutes a healthful diet* A recent evaluation of the use 
of the more tha») 7 million copies of the first edition of the 
Dietary Guidelines founta widespread adoption by private and 
public sectors for such purposes as menu planning, curriculum 
developnent, food preparation practices and public education 
efforts* 

o Youth Fitness— Ojr objective to increase the proportion of 

children and youth participating in appropriate physical fitness 
pcograns faces the seriu's challenge in the next five years of 
increasing the nunber from 66% to 90% of the population* Ite are 
planning to assist public schools and youth-serving 
organisations by providing criteria to better define what such 
Programs entail «nd case studies of exenplary programs*^ 
o Mult Fitness— Riysical exercise for adults, especially for the 
older population, is posed as an objective capable of reducing 
disease and disability among thos* over 65* Our estimates 
indicate only about 10% to 20% of adults over 65 engage in 
appropriate physical activity* rhe objective calls fb 50% by 
the year 1990* Our Healthy Older Peocde public education 
program, undertaken in cooperation with the Mnlnistration on 
AgLig, is addressing this health behavior, along with nutrition 
and four other eltments of health for Older Americans* 
The question of fitness has ramifications that go beyond physical 
exercise and nutrition bo include such factors as smoking, alcohol and 
drug use* Me have mixed news to report cn the progress to date in these 
areas* 

smoking— The objective to reduce the proportion of the 
population i4io smoke to below 25% for adults and below 6% for 
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children and youth also faces serious challenges. | A dowrward 
trend in the proportion of the adult population who snoke faces 
resistance as %ie get to the hard-core, heavy-smoker population. 
The trend in smoking among adolescents seems to have plateaued 
in the last year rather than continuing its previous decline, 
exemplary in boys, dropping from about 30% to about 20% in^3 
years?) Obviously, since smoking is the single most in|x>rtant 
preventable cause of oottality and morbidity in our country, 
efforts to influence people to quit smoking and to prevent young 
people from ever starting are at the top of our agenda— and, I 
might add, also a personal oonnitment of own.^ 
o Alcohol— Hie alcohol and drug abuse objectives called for a 

reduction in alcohol-related automobile accident fatalities from 
a level of 11.5 per 100,000 to 9.5 per 100,000 in 1990. In 
1983, this figure had already been reduced to 9.0 per 100,000, 
through esctensive efforts highmy safety, law enforcement, 
public health and very effective grassroots organizations, 
o Drug Dse— Ihe objective on use of drugs by young people age 18 
to 2S addresses an important fitness issue. It calls for 
holding the proportion of users at a no-grorth level. The 1985 
survey of hig^ school seniors provides disturbing evidence that 
the five-year downward trend in use of Illicit drugs among high 



school seniors has/)leveled 6ff. C3ocaine has been tried by 17% 
of the 1985 class of high school seniors, the highest rate 
observed so far on this continuing survey. Fifteen percent of 
high school seniors report using marijuana one or more times in 
a 30 day period, and 15 percent report using some drug other 
than marijuana, far above our target of less than one percent* 
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Ihcte are only a very few of the ury fronts on which we have engaged 
the risks to healtli poeed poor nutrition, lack of adequate physical 
fitness and related problane. Others include: 

o nutrition labeling to assist consumers to make better choices 

about what foods to eat; 
o public education programs aimed especially at high risk - 

populations such as pregnant women and infants; 
o partnerships with private sector businesses to bring health 
promotion and fitness programs to employees at their worksites; 



o cooperative projects with organizations such as the American 
Dietetic Association, the ftociety for Nutrition Education, the 
American School Health Association and the American Association 
of School Administrators to address nutrition and fitness issues 
through their professional menberstips. 
As a final ocmnent, I want to report that progress is being made on a 
major project, with the guidance of our Departmental Nutrition Policy 
Board, to publish in 1986 a Surgeon General's Report on Nutrition and 
Health. Ihis report will provide a conprehensive analysis of the current 
state of oor knowledge about the relationships of nutrition with diseases 
and conditions that continue to cause premature death and untold 
suffering and economic costs to Americans. Its development by scientists 
primarily within the U.S. Public Health Service is receiving careful peer 
review by nutrition scientists across the country. Our purpose in 
preparing and promulgating the report on nutrition and health is to 
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provide a firm foundation for public health policy related to nutrition 
as we nove forward to meet our 1990 Objectives and, beyond that, as we 
formulate our national health goals and strategies for the next decade 
leading to the year 2000. 

Mr. Chairman, I will be happy tc respond to any questions, lhank yo/ 
again for this opportunity. 
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Questions froiL Senator Hatch 



Dr. Koop, :4n you give us some examples of the progress you cited 
has been aade in the areas of nutrition and fitness over the last 5 
years? 

The principal, docuaentable progreas In nutrition snd fitness over 
the past five year a relatea to public awarenesa about the 
relationship of diet and health and the relationship of exercise 
and health. Recent studies conducted by the Food and Drug 
Adninlatratlon and the Centera for Dl^eaae Control estlaate that 
public awareness objectives for 199r in the priority areaa of 
nutrition and phyalcal fltneaa and exercise have already been net 
aa of 1985, with 75 percent of the population correctly associating 
the principal dietary factors known or strongly suspected to be 
related to dlaeaae and 50 percent undera tending the poaltlve 
association of exercise with ccrdlovaacular fltneas. Data are not 
readily available to document the degree to which the Increase In 
public awareness has tranalated Into Increaaes In the number of 
people who have adopted healthier eating habits and patterns of 
exercise. 



What factora do you think are primarily responsible for the 
reduction In cigarette uae and what la now needed to continue thla 
downward trend? 

There can be no doubt that reductions In amoklng prevalence and 
cigarette conaumptlon experienced over the paat 20 years are a 
direct result of concerns about the health conaequencea of smoking. 
Before the 1964 report of the Advisory Committee on Smoking and 
Health, even anecdotal idporta of smoking cessation were 
Infrequent, and both smokln, ratea and per capita cigarette 
consumption were Increasing. 

In 1964, over 50Z of adult males and spproxlmately a third of adult 
females were regular cigarette smokers and per capita consumption 
stood at 4,345 cigarettes annually and Increasing. In 1985, sn 
estlmrtted 33Z of adult males and 28Z adult females are smokers and 
per caplts consumption Is now at Its lowat level since the 
mld-19408 at 3,384 clgarettea. 

These reductions are the direct result of programs carried out by 
all levels of society to educate the public about specific health 
risks associated with cigarette smoking. 

Further reductions In smoking prevalence can be achieved and even 
accelerated with Intenalfled educational programs that are coupled 
with supportive social and economic policy. 
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In your opinion » what are the aost effective national efforts to 
proaote the public's knovledge of fitness and nutri^-ion? 

Our experience with national public avareneaa and public education 
prograas auggeat that effective prograas have a nunber of features. 
They auat take Into account the existing beliefs* attitudes tnd 
practicea of neople. For example, we are learning that people are 
very aware of what not to eat— fats* sugar* salt-— but sre confused 
about what constitutes s healthy diet. They may say they want to 
reduce choleaterol* but not understsnd why that ia important or hov 
to do ao. Information programs must investigate very csrefully 
whst the invended audiencs th^.nks in order to comunicate 
effectively. Materials must then be carefully reviewed by 
professionals to sssure sccuracy and by the audience tr be sure 
they are understandable before being produced and distributed. 

We also know that materials and information must be reinforced by 
informstion from health professionals, the medis, and other 
aources. must be creative in coamunicating information, for 
instsnce, grocery store chsins which offer nutrition information on 
shelf labels can support people selecting healthier foods. 

CoMunity^ide support for heslthier lifestyles is very important. 
Besides information about specific exercise routines » accessible 
fscilities snd opportunities to use them sre critical. 

In sua» no single activity will assure success, but '^arefully 
tsilored information and chances for people to practice tl.eir new 
lifestyle habits can lead to the healthier behaviors. Current 
Federal programs, such as "Healthy Older People" and "Healthy 
Mothers, Heslthy Babies," have been developed with these factors in 
mind. 
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I «m pleased to hear that you are preparing a Surgeon General* a 
Report on Nutrition. This la likely to be highly regarded by the 
public, aa Is your report on Snoklng and Health. How do you see 
thla nutrition report being used? Is It going to be a guideline 
for heslthy eating, or Is It going to be a technical docunent for 
■clentx^Ls? 

The Surgeon General's Report on Nutrition and Health has been 
dealgned to provide a review of the key scientific Issues In 
nutrition and health. It la recognised that the nutrition policy 
on a national level Involves a highly conplex process and that 
recoimendatlons Involving changea In food Intake or dietary habits 
have concomitant Influences on food production, eaployaent, and 
food prices. Thcaa Issuaa are beyond the acope of the report. 
Neither will It make definitive or final Judgments regarding 
nutrition and health. It will Identify kay nutritional factors 
related to public health, review thalr status and relative 
inportance, and aasess the strengths and Impllcatlona of their 
Association with health /disease Issues. It will support the newly 
released, second edition of the DHRS/USDA dietary guidelines for 
healthy people, but It will not make specific recowendatlona on 
dietary habits or specific foods which should or should 2ot be 
Incorporated Into the diets of the Aaerlcsn public. In sdOltlon, 
this document will not address the Issue of determining nutrient 
requirements. 

The report will highlight the moat recent state-of-the-art research 
Insights. It will not, however, take a textbook spproach. For 
example, there will not be extensive discussions of physiologic 
systems, metabolic pathways* or chemical structures, except for 
illustrative purpoaes related to central themea. Rather, for each 
chapter topic, the focua Is to be on the Identification, discussion 
and documentation of current aclantlflc Issues. The content of the 
report csn be categorized Into 5 areaa: ^ 

1. Nutrleut Influence on health 

2. Dietary pattema and practlcea 

3. Food health fraud and fadlsm 

4. Diet-related dlseaae status 

5. Impllcatlona of nutrition on the health of special groups 

The major objective of the Surgeon General's Report on Nutrition 
and Heslth Is to provide the scientific base for health csre 
strategies and policy dfclalona affecting government programs and 
public health nutrition. 

The report Is s public document available to anyone. However, the 
language and format are directed to reasonably well-educated and 
Informed indlvlduala who depend on thorough scientific 
documentation as the baala for decision about health care delivery, 
public education and public health recommendations. The general 
public will benefit from this report, eapeclally as a supporting 
document to the USDA/DHHS dietary guldellnea. Nutritional 
scientists may find It useful as a review of current scientific 
findings on high priority research topica. 
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I undcratand Federal nutrition actlviciea are dispersed throughout 
govenuMnt agenclea. Do you think It would be useful to have a 
central nutrition office which could coordinate «11 reaearch and 
public education activitiea? 

We already have coordination of nutrition activities asong 
govamaent egenciea which la crucial to the effective and tinely 
iBpleaentation of nutrition programs. We do not feel that 
coordination neceaaarlly h«a to be accoapliahed by a central 
office. The Departaent enjoya a cloae working reletionship with 
USDA in nutrition raaearch enJ public education activitiea. The 
Depertaent of Haelth and Ruaan Service a (DHHS) already haa an 
effective aachanlea in place in the fora of the Nutrition Policy 
Boerd to coordineta varioaa departaental ectlvlties. This Board is 
aade up of high level repreaantativea of the relevant DHHS/Public 
Heelth Service agenciea. The Board's charge Is to: 

1. Develop overall nutrition policy 

2. Report on high priority issues to the Assistsnt Secretary 
for Health 

3. Act as e steering conittee for various nutrition 
prograas in the Depertawnt of Heslth snd Human Services 

The Coonlttee is chsired by the Assistant Secretery for Heslth. 
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CuMtlons fzon Senator GraBsIcy to Dr. KoGp 



Q« Dr. Roop, yoi mentixned that the Departsoant is going to publiah in 
1986 a Suigacn Genaral'a Report on NUtritlGn and Health. I have 
several qwaticna to put to you about this report. 

HoM are people selected for the departmental Nutrition Policy Board? 
And is an effort made in selecting than to get a diversity of opinion 
reponaented frcn ivithin the scientific ocnnunity? 

A. The Nutrition Micy Board OffB) is the mjor v<ehicle iwithin the 
Departrvnt of Health and Anan Services (CHBS) for ooordinating 
nutrition policy developnent and ptugram inplenentation. The 
board: 

* Presides a fonnfor tim regular exchange of 
infcnnation on CffiS nutrition activitiee. 

* Oversees revleif and apgaxMiX of nutriticn-related 
reports requested by the Oongressr tiie Secretary^ or 
other senior officials. 

* Fteilitates the sharing of DRR5 resources allooated to 
nutrition. 

* Provides advdoe and counsel to the Secretary of DHRS on 
major policy issues pertaining to nutrition. 

Reoonnends n utrit ion^related initiatives to the 
Secretary of DBBS. 

* Serves as a point of oontact for nutrition policy 
natters with other agencies of the FMeral Gcvemnent, 
as %iell as rel/svant ncn-^^ederal agencies and 
organiasatians. 

The meobers of the Nutrition Policy Board are policy officials f .oni 
CHRS' agencies that have nutrition pr oy ian s or oversi^ reqpor.4dbility 
of nutrition activitiee. The make up of the Board is as fbl'iiCMs: 

Chairperson: Deputy Assistant Secretary for Health 

(Disease Rcevention and Health PrcnDtion) 

Agency r e pr e s e nt ation; 

* Alcohol, Dr\xr Abuse and Mental Health Mninistration 
(ADMHA) 

Deputy AteLnlstrator 

* Centers for Disease Control (OX:) 

Assistant Director (Washington) 

* Food and Drug Administration (FDA) 
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Director, Bureau of fbods 

Health Rsacutxses and Services i^nlnistraticn (HRSA) 
Associate Adninistrator, Clinical Affairs 

* National Institutes of Health (NIH) 

Deputy Director 

* National Oenter for Health Statistics (NCHS) 

Director 

Office of International Health (OIH) 

Director and Surgeon General 

* Office of Hamn Developnent Services (OHDS) 

Deputy Assistant Secretary 

* Office of Legislation (QL) 

Depu^ Assistant Secretary 

Each meniaer represents the position of his or her respective agency. 
Although the Boucd acts as a body, various agencies have the lead 
responsihility for various nutrition activities: 

Nutrition Education (HRSA) 

Nutrition Research Training (NIK) 

Nutrition Services and Manpower (OHDS) 

Nutrition Status Monitoring (CDC and N^HS) 

Fbod Safety, Quality and Regulation (FIA) 

International Nutrition (OIH) 

Ttie Board is designed to utilize and provide input from experts in all 
areas of nutrition. 

Q. Vliat was and is the role of this Board in the develo|inent of che 
Surgeon General's Report on Nutrition and Health. 

A. The Nutrition Policy Board acts in an advisory capacity to the 
Public Health Service and the ooordinating stafl responsible for 
producing the Airgeon General's Report on Nutrition and Health. 
Specifically, the Nutrition Itolicy Board: 

* Identified topics to be included in the Report. 

' Reviewed the outlines of each of the chapters contained 
in the Report. 

' Selected an advisory panel of eight nutrition 

scientists frxxn outside the DHHS to review the Report. 
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•nie panel represents expertise from thp basic sciences, 
food sciences, clinical nutrition, nutrition education, 
and public health nutrition. 

* Hill make decisions regarding problems relatea to style 
or oontttftt of the Report whirfi cannot be resolved by 
the Public Ifaalth Service agenciss' staff responsible 
for drafting the Feport. 

• Will review the final draft of the Report as part of 
the govemnent clearance process. 

Q. Itiece is the responsibility for preparation of this Iteport lodged 
in the Public Health Service and Wiat oonponents of the PHS are 
doing t#hat in its preparation. 

A. i-ublic Health Service agencies i»ere assigned responsibility' for 

preparing various chapters of the Report according to their ndssions 
and expertise. Hie lead agencies, their assigrments, and agency 
oont&cts are listed in Table 1. 

Q. With respect to the review by nutrition scioitists across the 
oo«Ttry, are you inaJdng efforts to be sure that a cros«»-aectiQn 
of nutrition scientists review the Report? 

A. Every effort has been taken to ensure that the leading nutrition 

scientists across the country have been LTcluded in tha review process 
of the surgeons General's Report on Nutrition ana Health. In addiUon 
to PHS agency revicM and clearance, technical editing and review by 
the Witrition Policy Board and dieir Editorial Advisory Panel, the 
Report is being reviewed by approxiinately 120 nutritioi scientiste 
fron all areas of the nutrition field— two reviewers for each chapter 
in two rounds of review. Ohe editorial review consists of the 
following steps: 

1. Chapter drafts %«ere developed through vhatever nechaniam is 
preferred by the responsible agency. Collaboration and 
connunication ancng agencies is encouraged. 

2. P relim inary reviews and revisions of each chapter ^nere 
aoocnplished within the responsible agency by vihatever 
mechanian is preferred to reach first draft form. 

3. A thorou^ technical odit of each diapter Mas nade as eac^ 
duqpter was received by the Off ioe of Disease Prevention and 
Health PrcBDtion. Ihe editing suggestions, corrections, and 
clarifications are being forwarded to the Ig^ H agoicies and 
the necessary changes made and approved before the chapters 
are sent out for scientific review. 

4. CXitside reviewers were identified for each chapter through 
ncndnation by the responsible agencies and consultation with 
major scientific organizations in nutrition. 
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OUTLINE 



SDRGEON GENERAL'S REPOTT OW NimunON AND HEALTH 



Chapt-^r 1: Introduct-ion and Sunmry 

Chapter 2: Nutrients 

Chi^er 3: Dirfary Pa^tern8 and Practice 

Chi^^r 4: Obesity 

Ch^mr 5: Coronary Artery Dis^s^ 

Ch^er 6: Ryp«'t«nsion 

Chapter 7: Cancer 

Chapter 8: Diabetes Mellitus 

Chapter 9: Anemia 

Chapter 10: Caries and otner Dental Disease 

Chapter 11: Gastrointestinal Diseases 

Chapter 12: Renal Disease 

Chapter 13: Skeletal Disease 

Chi^er 14: Infections and Immine Disorders 

Ch^er 15: Nervous System Disorders 

Chapter 16: Miavioral Disorders 

Chapter 17: Nutrition in Pregnancy and Infancy 

Chapter 18: Nutrition and Aging 

Chapter 19: Nutrition and Alcohol 

Chapter 20: Effects of Drugs on Nuf-ritional Stafus 

Chapter 21: Pood Pad ism and Fraud 



ASB/m 
FDA/CFSAN 

FDA/CFSAN ar^ SCHS/DHES 

hJB/NIADDK 

NIH/SHLBI 

NIH/SHLBI 

NIB/NCI 

KIH/NIADDK 

Nia/SIADDK 

Nia/NIADDK 
NIB/SIADOK 
KIB/SIADDK 
NIB/HTAID 

niH/nincDS 

ADAMHA/NIHR 

CDC/CHPE and NIH/NICHD 

mu/tiiA 

ADAim/NIAAA 

FDA/CDB 

FDA/CFSAN 



Target audience : nufrition policy makers 

Focus; highlights of woat recent state-of-the-art resparch insights, 
not encyclopedic or a textbook approach 

Chapter length : discretion of responsible agencies (5-10 typeset pages 
is acceptable but not restrictive) 

Chapter format (4-2]): 3 sections: a) historical context (5-15%)? b) 
hi^^li^^t's of research insists on key issues 
(70-90%)? c) implications for dietary guidance 
and nutrition policy (5-15%). 



ERLC 



39 



5, Upon cxii{)IetlGn of the revised first draftr the t?xt Is 
being sent to: two designated outside rsvieuers tor each 
chapter. Editorial advisors and other DHRS agencies with 
expertise in the subject area for any given chapter are alao 
provided on opportunity to review first drafts of each 
chapter. All ocninents will be nent directly to the 
reepcnaible agency official for inoacporaticn into the 
oeoond draft* 

€. Upon caipletion of the seoGnd draftr the text will be sent 
to: tMO additional designated outside reviewers for each 
chspbeTr Editorial adviaocs, the staffing working gixxp of 
the Nutrition Policy Board and; USCA scientific staff will 
be provided an opportunity to review second drafts of each 
chspter* 

7, Vpai ocnpletlcn of the third and final draft, the full text 
will be sent for review of: a) wtitorlal advisors to the 
Nutrition Policy Board; b) DHHS Nutrition Policy Board 
menbersy c) IHS Agency Heads; d) nocml CHRS clearance 
channels. 

8. Ohroughout the process a technical csontractor will p* ovlde 
editorial, graphic, photocoi^oeitlan and bibliog'.apnic 
services. All editing changes prcpoeed in the interest of 
oonsistency and readibility of presentation will be returred 
to the responsible agency official for approval. 

Are you going to follow the GK> reocmnendation I cited earlier in 
ny opening renarks to wit: Nbuld a discussion of the different 
sdiools of thou^ about public dietary advice have provided a 
better context for policy makers as they assess the issues 
involved? 

In addressing this question one mist consider the objective and 
purpose of the Surgeon General's Report on Nutrition and Health, 
Hie major objective of the Report is to provide policyMKnters and 
health care providers with a review of the scienoe base /'ir the 
key issues in nutrition and health. The Report will identify the 
main nutritional issues related to public health and make 
statenents as to their current status in th U,S, population and 
their relative inixsrtanoe to disease prevention and health 
prcnction efforts in the nation, Itoing the most recent 
state-of-the-art researdi insights, the report will estimate the 
s treng th of association between health and various nutritional 
factors. The report will not make definitive or final judgnents 
regarding nutrition and health. Rather, the focus will be on the 
identifioation, discussion, and docunentation of key scientific 
issues inportant tr the fQinulation of current nutrition policy 
and public rsccuCaMatinns, 

Because of their proodiidty to the Federal policy making bodies 
and their involvement in addressing the problems of diet and 
pubUc health, the scientists of the Public Health Service are in 
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the best poeition to identify the rnajcr diet and health issues 
and review and interporet the science base for these problems. 
Ihrough the nechanion set vp for the producticn and review of the 
report, both the govemnent raxtrltiGn experts and those of the 
private sector nill have major input into the final dociment. 
The process alLoiM the report to present a baLjxsed review of the 
state-of-the*art in nutrition researdi and a wide ran^e opinions 
and oonclusion en oontrcTveraial and/or unresolved issues. 



41 



Dr. Koop, you said that "physical exercise for adults, especially for 
the older population, is en objective capable of reducing disease and 
disability among those over 65, " 

What do you mean by the "older population" here? And does a person 
ever beoome too old to benefit from properly supervised exercise? 
Can you give us some indication of what we night expect to achieve 
through exercise among the elderly— some sense of what in^ovement in 
function or decline in disability we can expect? 

Exercise and physical fitness play a central role in maintaining 
health and wellbeing as we age. While more research will help us 
fully define tne benefits of exercise with older populations, tl>cre 
is substantial evidence that regular, vigorous exercise iiqproves 
cardiovascular fitness and reduces the risk of heart problems, itiis 
is true for all age groups, including those over 65. By beginning 
slowly, increasing gradually, and having proper supervision most 
people can safely undertake a beneficial program of activity such as 
walking or swinming. 

Besides cardiovascular benefits, exercise that helps maintain 
strength and flexibility is inportant for all people. Stretching, 
flexing ind increasing range of motion can benefit even those in poor 
health. Special programs have been inplemented for people confined 
to wheelchairs and bed or for those with joint problems such as 
arthritis, the benefits of increased feeling of well being, greater 
comfort in everyday activities, sounder sleep, and feeling better 
about oneself are well docunented. 

Qsrefully programned exercise has been shown to ameliorate muscular 
and cardiovascular declines (Mreviously assimed irreversible and has 
been shown to reverse the loss of calcium which is associated with 
osteoporosis. 

We have seer the benefits of exercise demonstrated for all older ages 
and ability levels. It is very iiqportant to educate the public and 
professionals about the in^nrtanoe of exercise ir maintaii ^ng health 
and well being. 
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How about nutrition? What sort of benefit can we expect there? 
Would you agree with the statement Miss EVans will make on the next 
panel 9 to the effect thdt: "In^oved nutrition among the elderly may 
reduce hospitalization and other health care oosLs and iiaprove their 
overall quality of life?" 

Itie last twenty y^ts have witnessed a virtual explosion of 
infometion regarding the role of diet in the onset of chronic 
diseases. Research has denonstrated the role of fats and cholesterol 
in the onset of coronary heart disease, the relationship of salt with 
hypertension and high fat and low fiber diets with over 30 percent of 
cancers 9 and the lack of calcium associated with osteoporosis. We 
also know the iiqportanoe of diet in controlling diabetes and other 
chronic conditions. 

Me know, for exanple, that among middle aged and older men, a one 
percent reduction in blood cholesterol levels results in a two 
percent decrease in heart attack risk. Ihus, thcee reducing blood 
cholesterol levels by 25 percent could cut heart attack risk in half. 

While more research is clearly needed to continue to quantify the 
benefits of changing dietary practices and prevention of disease 
among all age groups, I do believe %<e could expect a reduction in 
disease and disability. Much work is neede d , howipver, to educate the 
pjblic and professionals about how to put this knowledge into 
practice before the results will be widespread. 
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The Chairman. Thank you» Dr. Koop. 

Mr. Swengro6» we will turn to you at this time. We are going to 
limit you to 5 minutes and all other witnesses from here on in. We 
did think it was very important to listen to all that the Surgeon 
General had to say, because he has really been leading the fight in 
this area throughout the country. But we also think it is extremely 
important to have you here» and the work that you and George 
Allen and others are doing is extremely important to this count^. 

Mr. Swengroe? 

Mr. SwxNGSOS. Thank you very much, Mr. Chairman. 

Our chairman, Mr. George Allen, regrets that he could not be 
here today, and I am flattered to be able to replace him. 

The work of the F^^sident's Council on Physical Fitness and 
Sports is generally confined to exercise and physical fitness. How- 
ever, it recognizes that appropriate nutrition is necessary to ^tness, 
health, and physical performance. 

Physical ntness is so vital to good health, productivity and the 
quality of life, it has been incorporated into the 1990 Health Pro- 
motion and Disease Prevention Objectives for the Nation, which 
were established by the Public Health Service under President 
Carter and continued under Ftesident Reagan. 

Two of the 16 topic areas of this program are Physical Fitness 
and Exercise, and Nutrition. This national emphasis is built 
around the identification of individual habits and behaviors which 
are counterproductive and result in poor health, disability, death, 
loss of productivity, and the related economic cost to this country. 

While the interest nnd responsfbility of the PCPFS is related to 
health, it is important to note that physical fitness is also essential 
for other aspects of American life, including safe and effective 
work efforts, leisure pursuit!? and improved intellectual stimula- 
tion. 

More of our citizens are exercising than at any other time in our 
recent history Heart disease statistics have declined. Many more 
young women are given opportunities in sports and fitness pro- 
grams. Special populations are participating more. And worksite 
programs in fitness are growing, both in the private and public sec- 
tors. 

All of this is good news, and it is significant. But when we look 
at the segments of the population which exhibit problems that 
«'ould be overiM)me or alleviated by appropriate exercise, we can see 
th^re 1? stiU much to be done. 

boventy-five million Americans suffer from back ailments, which 
totally disable 2.5 million. Back ailmenta cost industry $14 billion a 
year and result in 93 million days of absenteeism. The average 
annual health care cost for the elderly has risen from $712 in 1977 
to $1,626 in 1984. 

Obesity is a significant factor in health problems, and some stud- 
ies indicate as many as 30 percent of our adults are at risk because 
of their obesity. 

The Councirs own hearings on vouth fitness in 1984 brought out 
that many children show signs of degenerative diseases; obesity is 
on the increase; fewer students are in physical education, and less 
time in the schoolday is given to physical education. 

ERJC ^ ^ 



44 

In summary, adeqimte physical fitness is vital to the health and 
productivity of individuals. Many Americans are exercising r^- 
larly and recent trends in this direction indicate it is a change in 
our cultuie and not just a fad 

There are still many Americans who do not exercise adequately. 
It has been Federal public policy to encourage physical fitness pro- 
grams and emphasis. 

It is respectfully recommended that Congress take an active role 
in emphasizing the importance of physical fitness in the develop- 
ment of policy, support and leadership to encourage programs in 
this area; empharis be directed toward all of America, but priority 
at this time be for youth, older adults, worksite programs, and the 
special populations of working women, minorities, and the disabled. 
Particular attention be paid to leadership personnel in the schools, 
in youth groups, in retirement homes and aging centers, and at the 
business site, to be sure that there is adequately experienced and 
trained instructors to give direction to programs and provide re- 
sources to help fitness leaders, whether they be paid professionals 
or volunteers. 

Thank you for this opportunity to testify. 

The CHAntMAN. Thank you, Mr Swengros. 

[The prepared statement of Mr. Swengros follows:] 



ERLC 



48 



45 




THE PRESIDENT'S COUNCIL ON PHYSICAL FITNESS AND ^iPORTS 



SENATE COMMITTEE ON LABOR AND HUMAN RESOURCES 



*'Thc Role of Nutrition and Fitness In Public Pealth" 



Testlnony from the 
President's Council on Physical Fitness and Sports 
George Allen, Chairman 



WASHINGTON, OX 2M01 



Novenber 13, 1985 




ERIC 



46 



Tht Praaldant*a Council on Phyaical Fitntaa and Sporta (PCPPS) vaa aatab- 
liahad by Praaidtnt Eiatnhovtr btcauat of a conctrn about youth fltncaa 
in Aaarica. Tba Council haa bacn continutd by aach adainiatratlon for 
cha paat 29 yaara, but auba'quant Praaidanta h«va broadanad tba raaponai> 
bilitiaa to includa programs and initiativaa for all agaa. Thaaa Praai- 
danta hcva baliavad phyalcal fitoaaa to ba important in paoplaa livaa and 
h«vt givan tba Council raaponiibillty for dtvaloping and coordinating 
afforta to highlight thia priority. Tha intant haa baan to aatabliah a 
national policy Ticv of tha adniniatration which atataa that ragular 
participation in phyaical fitnaaa and aporta activltlaa ia important to 
Aaarica and to individual Aaaricana. 

Tha PCPFS dcfinca phyaical fltncaa aa **tht ability to carry out dal7^ 
taaka vith vigor and alartntaa* without undut fatipjc and vith laplc 
anargy to anjoy Iciaura tiat purauita and to neat unforaacan cacrgcnclaa. 
Phyaical fitnaaa ia aaaantial for good haalth and aantal parf ^manca aa 
veil aa for aafa and affactiva parforsancc in phyaical activity auch aa 
houaahold choraa* work and racrcation.** 

Raacarch, caac atudica and clinical observation have shown the following 
areas to be positively influenced by improved phyaical fitnaaa: 

1. Degenerative disesses such ss heart disessd hypertension, 
diabetes, hypercholesterenls , low back problems and osteo- 
porosis 

2. Obesity 

3. Mentsl Peslth - depression, snxlety, stress 

4. Productivity, sbsenteeisn snd employee mor«ile 

5. Heslth csre costs 

6. Mentsl perfomsnce 

7. Growth snd development of children snd youth 

8. Dynamic living snd ths quslity of life 

In its responslbilitiss of being s cstslyst snd promoter of programs snd 
motivstion for fltnsss, tha Council works with Congress; ths Administrs- 
tion; other govemmant agenciea at federal , atate and local levala; 
voluntary organizationa; private antarpriae; civic groupa; and individual 
cltizena. Specific programs snd am^>hssis coming from this effort hsvs 
touched children snd youth, people «c the worksits, older sdcl'^s, sdults 
In genersl, woman snd spsclsl groups. Ths snclossJ list of on-going proj- 
ects, pro*rsms sni ssrvices givss sn overview of soma of thsse sctivitlcs. 
A Isrge majority of thi» effort la carried out with corporate public 
acrvice aupport. Progfsma come under four general catagoriaa: 

1. Public Information - article?, bookleta brochures, a ncwaletter 
and television snd rsdio progrsns srs psrt of s continuous 
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public InforMtion ctaptign to incraaaa tha public** avaranaaa 
tht iaportanca of pbyalcal fitM«a; 

2. Progm DtvalopBtnt - cooparativa programs vitb Stata and local 
govamMnta, voluntary organicationa, proftaaional aaaociationa, 
sport govarning bodiaa, privata anterprlaa and otbar Fadaral 
aganciaa to prottota pbyaical fitneaa laadarabip, facilitiaa and 
prograaa. 

3. Tacbnical Aaaiatanca - adviaory aarvicaa in ralatad araaa. 

4. Spacial Prograas - national confarencaa and taatingi racognition 
and incantiva programs for individuals! inatitutiona and organi- 
tationa. 

Whila tba vork of tba Council ia ganarally conf inad to axarciaa and pbyai- 
cal fitnaaa, it racognitaa tbat appropriata nutrition ia alao important 
to fitnaaa» baaltb and pbyaical parformanca. A numbar of projacts vbicb 
bava aignificant nutrition alnanta ara carriad out sacb yaar. Thaac 
afforta alvaya incorporate tba cmpbaaia and expartiaa of officca from 
otber aganciaa sucb aa tbe Dapartmant of Agricultura, tba Office of 
Diaaaaa Prtvantion and Raaltb Promotion and tba National Inatitutea of 
Realtb. In addition* private organitationa aucb aa tbe American Hadlcal 
Aasociation, tbe American College of Sporta Medicine, tbe American 
Alliance for Haaltb* Pbyaical Education) Recreatior and Dance and various 
corporate aponaora bava baan involved. 

Pbyaical fitnaaa la ao vital to good baaltb, productivity and tbe quality 
of life tbat it baa baan incorporated in tbe baaltb objectivea for tba 
nation aatabliabcd by tba Public Baaltb Service under Praaidant Jimmy 
Carter and continued under Praaident Kunald Reagan. TVo of tba major 
araaa in tbia program of tba Public Realtb Service ara pbyaical fitneaa 
and axarciaa and nutrition. Thia national ampbaaia ia built around tbe 
identification of individual babita and babaviora vhicb ara cuunterproduc- 
tiva and raault In poor baaltb, diaability, daatb, loaa of productivity 
and tba ralatad economic coat to tbia country. The programs of tba Bealtb 
Objectivea of tba Nation ara daaignad to aatabllab a cooperative effort 
between tba Fadaral Govammenf and otbar govpmmant and privata antitiea 
to prevent diaeaaa and promote good baaltb. 

Ubila tba incarast and raaponaibility of tba PCP75 ia related to baaltb, 
it ia important to atraaa tbat pbyaical fitneaa ia aaaantial for otbar 
aapacta of American life, i.e., aafa and affective vork afforta and 
leiaura purauita and improved intellectual atimulation. 

The abova<-mantionad activitiaa daacriba tba fact tbat pbyaical fitnaaa 
baa baan an important part of public policy. Theae afforta hiva received 
sv^b ovsrvhalming raaponaa and support tbat tbara ia little doubt Ameri- 
cana expect and vent tbia '^adarabip «nd ampbabia from tba 7«daral Govern- 
ment. A recant aurvay on ba«ltb care coat containment abovad tbat raapon- 
denta believe, by a atrong margin, tbat tbe beat vay to acbicve tbe bigbaat 
atate of baaltb quality ia to make overt efforts to abift tba focua of 
medical plana from acuta to preventive care. 
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Mora of our citit«n« art txarciting than at %tiy tiat in racant hiatory* 
haart dlaaaaa atatiatica hava dacllnad. wmny aora young voaan ara givan 
opportunitiaa in aporta and fitnaaa programa. apacial populationa arc 
participating aora* and vorkaita prograaa in fitnaaa ara growing both in 
tha public and privata aactora. All of thia ia tht good nawa and it ia 
aignificant. But» «h a va look at tha aagaanta of tha population vhich 
adhibit problaas vhich can ba ovarcoaa or allavlatad by appropriata and 
adquata axarciaa» va can aaa thara ia atill such to ba dont. 

Soac of tha avidanca that sora naada to bt dona ia aa followa: 

75 Billion Aaaricana auffar froa back ailaenta Which totally 
dlaabla 2.5 Billion. Back allscnia coat induatry $U billion 
in 93 Billion daya of abatntaaiaa and diaabllity aach year. 



Tha avaraga annual haalth cara coata for tht aldarly haa rlacn 
7^ froB $712 In 1977 to $1,526 in 1984. 



3. Tht aconoBic coat of cardiovaacular diacaaa in 1984 waa $64.4 
billion. 

4. Obealty ia a aignificant factor in htalth probleaa and eoae 
atudiaa indicate aa aany aa 30 ptrctnt of adulta are at rlak 
btcauae of thtir obesity. 

5. Tht PCFFS' own htaringa on youth f itneaa in 1984 brought out 
that aany child ran ahov aigna of dtgtnerativt dlaeaaes* obesity 
ia on tha incraaaa* favtr atudtnta ara in physical tducation 
and laaa tiat in tht achool day ia aptnt on phyajcal aducation» 
achool dropouta and adoltacenta arraated for criae have poor 
fitnaaa Itvtla* parforaanct on f itneaa ttata is poor for largt 
nuabtra of atudtnta* and the achool curriculua need a to eapha-> 
aitt '^tntaa aort. 



In suanary: 

1. Adaquatt physical f itneaa ia vital to tha htalth and produc- 
tivity of indlviduala. 

,..-^^2. Many Aaericana ara axtrcialng regularly and recent trenda in 
this direction indicate it ia a change in our culturt and not 
iuat a fad. 

3. Thera ara atill aany Aaaricana who do not txerciae adequately. 

4. It haa bttn Padtral public policy to tncourage phyaical fitnaaa 
prograaa and caphaais. 

It ia respectfully racooBiended that: 

K Congreaa taka an active rola in eaphasising tht laportanct cf 
phyaical fitnaaa and in the dcvclopaent of policy* aupport and 
leaderahip to ancouraga prograaa in phyaical fitnaaa; 
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2. Eaphatis bt directed covard all of Asericti tut priority at 
this tiat b« for youth, older •dultt, worksite prograas, end 
tba ■pecial population! of working voBcn* alnoritiai «nd the 
dit^led; 

3. Particular attention ba paid to laaderahip paraoonal io tha 
Bchoola, in youth groupa, in retirement hoaea and aging center a, 
at tha buainaaa aite, atc.p to be aura thara ia adequately ex-> 
periancad and trained adsiniatrative laederahip to give direc- 
tion to prograaa and provide reaourca help to ectjvity precti- 
tionara vhathar they ba paid profeaaionala or volunteera. 



The PCPF5 will be pleeaad to work with the Senete Conaittee on Lebor end 
Ruaen Reeourcea to explore weya of iapleaenting theae raconendetionc» or 
othera* which will iaprova the phyaical fitnaaa of our citi'ana. 



ReangctfuIIy aubalttad 

Ash E. Reyea ^ 

Executive Director 
Freaident*e Council on Physical 
Fitness end Sports 
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The CHAiKFiAN. Now, there have been a number of reports that 
American youth aro leas fit today than in the past, Coulo you give 
us yoiv ideas and the ideas of your groups on why this is happen- 
ing— or is it true? 

Mr. SwENORoa. Yes, sir, it is true, A migor culprit is the fact of 
priorities in the school curriculumHstaff reductions for teachers of 
physical education and phys. ed requirements in our schools. And 
seoondiurily is all the distractions that young people have after 
school. If they are not going be there to pi^icipate actively in 
sports programs that are supervised 

The Chaibiiak. Some have said that fitness programs are pre- 
dominantly a middle^lass phenomenon. Is that true? Is there any 
resion for it? What can we do to evenrbody involved in fitness? 

Mr. SwiNOios. I think that it is a middleK:lass phenomenon for 
adults. But, I think it is a problem with all economic classes in 
youth, because th^ ^t their primary exposure to physical activity 
thivugh school plmical education pronams, and when those pro^ 
^rams are diminished, the opportunity for youngsters to participate 
m supervised exercise also is diminished. 

The '^^HAmifAN. Now, do little changes in lifestyle, like walking 
up 9t3^\ just plain walking after eating, or at any otner time 
dui-ing the day, do the^ have a significant effect on fitness, or do 
wd lave to encourage our young people, or anybody, for that 
matter, to go into fiill-fiedged exercise programs? 

Mr. SwxNOKOs. There are two options here. One, we prepared a 
statement for Senator Hawkins' committee on obesity in youth, 
and we «bund in the research that even a small amount of physic^ 
accivily will increase the basal metabolic rate, and that rate will 
carry over for many hours after the activity, which is an aid to re- 
duction of excess w07g Jt through the expenditure of (»lories. 

Dr. Jean Mayer, the president of Tufts University, once said that 
if you wanL to maintain ideal body weight, you have to do one of 
two thinfls — cither inciY^se caloric expenditure through exercise, 
or face a lifef.ir^e of hunger. 

Now, we think it is important that people learn to exercise and 
get 300 calories a day of exercise and be able to eat to satisfaction 
and gain the nutrients and vitamins that are in the food that they 
eat, and not starve themselves in order to maintain proper body 
weuht. 

'The Chaihbcan. Thank you. 

Senator Kennedy. 

Senator Kknnbdv. I would direct my questions, if I could, to Dr. 
MrGinnis. Dr. Kocd has left 

The CHAiRBiAN. 'He has headed back to California. He flew ?M 
night long to get here, and he is going riffht back. 

Senator Kxnnbdt. Well, to be very mink about it, if we were 
gomg io have time, I would rather have asked him some questions 
about what the administration is dainff on the preventive block 
grant program for Health Promotion and Dist^ase Prevention. 

A lot of the legislation, a lot of this iiJbn. nation, we have had for 
a long time. I can remember back in the late seventies, our com- 
mittee sponsored with the AMA a proposal on disease nrevention 
and health promotion That resultea in the passage of legislation 
for the development of various centers around this country, very 
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similar to the centers that were passed in the cancer program 
wluch have been very successful, arid those programs have not 
been funded, and I would have iiked to hear from Dr. Koop why. 

I would like to know why there has not been greater emphasis by 
the administration on the block grant program to reach out to the 
various States in these various areas— in nypertension, in disease 
prevention and healch promotion. Those programs were passed. 
Tb^ ^ was a series of inoividual statutes that were put together In 
a block grant program. There has not been the funding for that 
pronam. There has not been the effort behind it. 

The things we are hearing today are enormously ir '"'ortant, very 
useful, things that the American people ought to hear time In and 
time out But we should not delude the American people that we 
do not know about this program and the needs, or that this is the 
first time we are coming to address it. 

I continue to be distressed by the fact that when we know how to 
deal with iron deficiency and anemia, we see continued reductions 
in the WIC Program, and the cutting back on school breakfast and 
lunch programs, food stamp programs— which tte greatest utiUzers 
of those programs are chudlren and generally single women who 
are heads of household, and disabled people. 

We saw even on the vote, which fortunately we were successful 
on yesterday, about not including the fact that we have home heat- 
ing, low-income fuel assistance to be considered as an income sup- 
plement for those who are getting food stamps— we saw a very sub- 
stantial group in the Senate who wanted to include that so that 
people who are in the lowest income levels df our country were 
going to be denied nutrition. 

So I think, Mr. Chairman, it is worthwhile to talk about the im- 
portance of the whole range of different behavioral needs of our so- 
ciety and the importance of this fc^r us as ^ country, but we also 
have to recognize that we have some areas that we know can di- 
rectly impact and have an important impact in terms of the goals 
we hope to achieve, which are being let go. 

Dr. McGinnis, that is a long and kind of general comment, and I 
can become more precise— dut I would be interested in whatever 
you might like to say in terms of defense of the administration in 
some of those areas. I would like to get them in the record. I did 
not see t* em in Dr. Koop's statement, and you are our expert in 
this, and I would welcome whatever comment you would like to 
make. 

Dr. 3iIcGiNNis. I am the substitute. I am happy to take that on. It 
is my lob. After a i, the word "substitute," comes from the Latin 
verb, '^stituere," which is a derivative of "ntptuere"— a word that 
had evolved in to our word "statue." So, fx translated, "substi- 
tute" means you take an underling and you t him up. [Laughter.] 

Senator KmmKDV. You look like you can survive pretty well, and 
have survived prettv well. 

The Chairman. Yes; you are anything but that, Mike. 

^lighter.] 

Dr. McGtnnis. I am happy to take that one on, because we have 
a very aaive program ana agenda in prevention. We are moving 
quite aggressively to implement the goals of the Surgeon General's 
report, as well as the specific objectives in promoting healtti and 
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preventing disease, and we have a vigorous outreach effort to work 
with Statt^i and iocaiities to see that they have similar goals and 
objectives at that level. Indeed, to one extent another 33 States 
have already replicated the process at that lev J. 

Senator 'Kennedy. Can you provide that for the record, the 
States which are doing it and the States which are not? 

Dr. McGiNNis. Yes; I will also provide a comprehensive imple- 
mentation plan that we publii^ed 2 years ago, that lists all of the 
Federal activities in that respect. 

[Information supplied for the record follows:] 
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SMt Acii¥Mm JtdliMd to tht 1990 Objectives 

EXHIBIT 2: SUMMARY OF THE NUMBERS OF STATES ENOAOED IN 
ACnVITIES RELATED TO THE 1990 OBJECTIVES (AS OF 10/1/IS) 



Uvd ud Activity 



Levd 1: 


niiMiiiimiim of uw iwu oojecnva 


3V 


Lcvd2: 


PrcptntioB of Statewide Hetlth Status Rcvkw 


23 


Levels: 


Diteaie Prevcotioa/Hcaltb Pranoiioa (DP/HP) Mentkm in 
State of the State AddKM 


10 


Lcvcl4: 


Innovative DP/HP Pro|raniniin( 


31 


LcvdS: 


Attcntioo to Relatioofhipi With Local Health Office 


11 


Levd 6: 


Recent Creation of Staie-Funded DP/HP Oi^«nizational 

tnit 


i2 


Level?: 


ImtaUation of New LonfRanacfScrateflc Planniof Syitcm 


1 


Level 1: 


Statewide or Muhi-Siate DP/HP Conference Convened cr 
Planned \ 


13 


Level 9: 


EitabUsM State Obiectivei for i990 or Beyond 


17 



* Includes the District of CohimMa and Puerto Rico. 
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Dr. McGiNNis. I will also provide for the record this publication, 
just out this week, Prevention 1984-85, which chronicles quite ex- 
tensively the Department's activities in prevention.^ 

But let me address one issue which has been on my mind lately 
and I think is worth particularly mentioning in this body, and it 
relates to the signals we get from Ciongreod on prevention. There 
are various functions the Federal Government can s rve in preven- 
tion, including those such as agenda-setting; direct services provi- 
sion; research, and so forth and so on. We have identified about 10 
or so of prevention-related functions that the Federsd Government 
has an obligation to ^^erform. 

Our view is that vviro of the most important of these are the re- 
search and leadership functions. 

Sraator Kinnbit. Two things in the NIH bill. 

Dr. McGnmis. I would like to focus iMuticuiarly on the leader- 
ship component, because our research agenda, as you know, is 
quite active. You will hear about that later, and Congress has paid 
considerable attention to that. 

One of the reasons I would like to give special focus to the lea ^- 
ership function is that, frankly, we get some mixed signals from 
Congress on that count. The Presideut, in. ver/ tough economic 
times, proposed to maintain the level of fimding for the administra- 
tion's effort to provide leadership in prevention. But the Congress, 
your own Senate Appropriations Committee, has indicated that 
aev want to cut that budget. So I think I would like to throw that 
ball back into your court a bit 

Senator Kknnkdy. Senator Hatch and I will work to remedy 
that, won't we Orrin? 

The CiiAiRiiAN. We will. In fact, we are going to do everything 
we can to overturn the veto on the NIH bul--my bill, if you can 
imagine. 

Go ahead. 

Senator Kxnnidy. In the NIH, as you are vety familiar— and we 
know what that function and purpose is for the research— included 
in that were assistant directors in the various institutes in the area 
of prevention, and I think that is one of the important factors — not 
clearly that we can do all of this, certainly, ourselves, but that 
there are things which are proven. There are so many areas of leg- 
islation where we do not know what the outcome is going to be, 
and there are sincere people with differing views wbo come to com- 
pletely different conclusions about how to address certain public 
policy questions. 

But it seems to me that on nutrition, we know what is needed, 
we know how to do it, we know \t does have a cost factor. But it is 
something that we ought to bo willing to address. 

I would just point out that as I understand the WIC Program 
now, one-thiixl of the mothers and kids were medically at-risk, and 
there would have been under the administration's proposal 175,000 
fewer women than were served in the last year with the proposal. 

So I just want to indicate I completely and enthusiastically sup- 
port what we are trying to do in terms of the promotion and what 



^ The materiid referred to wee retained in the fUei of the committee. 
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we have to expect individuals to do and what we can get States to 
do, and that is a matter of communicating and gettii^ people to 
understand the importance of it, and this hearing, I think, plays a 
significant role. But tied to that there are some extremely impor- 
tant areas of public policy which we ought to also address, and I 
hope we can keep your eye on both of them. 

Tbank you, Mr. Chairman. 

The CHAiBifAN. Thank you. Senator Kennedy. 

Senator NicUes. 

Senator Nickus. Mr. Chairman, I compliment you for the hear- 

i was kind of bothered by one thing that Dr. Koop mentioned, 
and I regret that he had to leave, but maybe Mr. Swengros or Dr. 
McGinnis could answer this. I think he mentioned that there had 
been a decline in the number or parcentage of cocaine users in 
high school, but that decline seems to have leveled out, and I think 
he said 17 percent, and I think he mentioned 15 percent for mari- 
juana. 

Is that correct? 

Dr. MoGiNNiB. Well, I do not think he specifically said that the 
level of cocaine use had declined. What he said was that the level 

overall drug use, and specifically, as an example, the level of 
mar^uana use had declined fairly consistently over the last 5 
years. Indeed, from 1978 to 1982, as an example, the rate of daily 
use of manjuana among high school seniors declined from 11 per- 
cent to 6 percent 

But what has happened is, in our 1985 survey there seems to be 
a plateauing off of that decline, so our progress seems to be slowing 
down, if not reversing. 

Cocaine use itself has gradually grown across aU sectors of socie- 
ty. It is a relatively new phenomenon, and it is a real problem— it 
is a problem not only for adults, but for children, and not only for 
the rich, but f^r the poor as well. 

Senator Nicklu. What percentage of high school graduates 
r.*ould be using cocaine? Was it 17 percent? 

Dr. McGnmis. Seventeen percent have tried it at some point. I 
do not have tiie data on the daily use of cocaine. I will be happy to 
submit that figure for the record. 

[Information supplied follows:] 

PERCENTAGE OF HIGH SCHOOL SENIORS REPORTING DRUG USE-1985 
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Senator Nicklbs. If you would, I would appreciate it. That was 
just cocaine. What percentage of, say, high school graduates would 
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have used or experimented with cocaine, maryuana, or other 
drugs? 

Dr. McGiNNis. Again, I will submit the information for the 
record (see msert). As a rough approximation, about one-third of 
high school seniors have tried one or another of those drugs at 
least once. 

Senator Nickles. What percentage would be using them? 

Dr. McGiNNis. Using them daily— I cannot tell you that but I 
wm submit it for the record. The High School Senior Survey was 
just released this week, and I unfortunately had not had a chance 
to study that myself. 

[Information supplied follows:] 
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Senator Nickles. Thank you very much. 
Thank you, Mr. Chairman. 
The Chairman. Thank you, Senator Nickles. 
Senator Metzenbaum. 

Senator Mitzknbaum. Dr. McGinms, you addressed yourself to 
thD need to be concerned about nutrition, right? 
Dr. McGiNNis. Yes. 

Senator Metzknbaum. How would you rate the nutrition aspect 
vis-a-vis physical condition and other aspects? 

Dr. McGiNNis. I am glad you raised that, because especially in a 
hearing like this, I think it is 'mportant to point out that Itness is 
not just one dimension or two dimensions, but that it relates to sev- 
eral dimensions on how we conduct our lifestyles. 

Fitness embraces a combination of factors of which some relate 
to diet and exercise, others relate to alcohol, tobacco and illicit 
drugs, and still others relate to elements such as stress and mental 
health. It is important for us to attend to each of those elements, 
for us as a society to attend to each of those elements, if we are 
going to be a fit society. 

We do not have the data on which to make tradeoffs, in terms of 
the relative contributions of nutrition or exercise. Clearly, our sci- 
ence base is stronger in the area of nutrition. We have solid indica- 
tion, as was indicated by Senator Kerry, I believe, in his statement, 
that dietary factors are important components in 6 of the 10 lead- 
ing causes of death. 

Our indications for exercise patterns a little less directly 
linked to the various health outcomes. 

Senator Metzknbaum. Would you then address yourself to the 
question that bothers me, and that is how one who is concerned 
abott diet is able in today's marketplace to be able to ascertain 
what is in the products that are being sold. They have a tremen- 
dous number of chemical names. If you want to find out the choles- 
terol content, whether it is polyunsaturated, whether it is monoun- 
saturated, whether it has a high fat content, or what its salt con- 
tent is, you cannot find out. 

Do you believe that if we had more information available on the 
labels that we might substantially improve the nutrition of people 
(k tiiis country? 

Dr. McGiNNis. We favor increased and better information on 
food labels, Imt there is a critical issue here. That is, what kind of 
infonuation is to be on the labels and how should it be presented? 

One of the problems we face when we start to consider develop- 
ing nutritional labeling policies is, in fact, potentially confusing the 
consumer even more. 

So yes, we need better information prodded more effectively on 
labels. The key question is how we do tnat. 

Senator Mr^nbaum. Well, the American Heart Association 
and the American Cancer Society have participated in the delibera- 
tions in the structuring of what they believe is important and rele- 
vant, and certainly we who arc concerned about labeling would be 
very receptive to the administration's involvement in discfissing 
wliat chuunges, if any, should be made with respect to our proposed 
legislation 
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Would ^ou see yourself or the Department helping us to work 
out the kmd of labeling that they think should be placed on prod- 
ucts that are purchased in the marketplace. 

Dr. McG mNiB. W e would be happy to discuss this with you. 

Senator Mrzenbauii . Would you also be willing to support that 
it ought to be done on a mandatory basis, to require manufacturers 
to put their products out with labels that have the appropriate in- 
formation on them? 

Dr. McGiNNiB. It depends on the way the statute is worded. 

Senator Mrzenbauii. But you would be willing to support some 
kind of legislation to that effect? 

Dr. Mc&NNis. I car >t say that at this point. 

Senator Mrzenbaum. I understand. 

I thank you verj' much. 

The CoAiBMAN. Thank you. 

We wimt to thank both of you for being here, and iinless there 
are further questions, we will end the dismission at this particular 
point 

But thank vou for being he "e— I might just ask you one other 

auestion, Dr. McGinnis, and tlu."^ is, are the nutritional problems 
tiose less fortunate that we have been diatting about— and that of 
course, this committee is concerned abou^ among other commit- 
tees, but I think the primary committee in the Congress concerned 
about some of the pToblems that Senator Kennedy has men- 
tioned—are the nutritional problems that the less fortunate indi- 
viduals of our sodehr have due primarily to lacking calories or 
lacking food» or are they due to the types of foods they are eating? 

Dr. M€<^!NNi& The dominant nutritional problem for pe^e 
throughoix our entire socie^, with the exception very small seg- 
ments of the society actually have :^e6tricted access to food, but the 
dominant problem for all society is an overabundance of calories 

and the wrong kind of calories. As I mentioned 

The Chaibiian. So ther are plenty of calories, but there is a lot 
of starch and a lot of alcohol and otner things that are complicate 
injit 

Dr. McGiNNis. I think it is important to point out and again, re- 
emphasize something that Dr. Koop mentioned, and that is that 60 
rcent of black women in this country between the ages of 45 and 
are overwei^t according to the last HANES [KealSi and Nutri- 
tion Examination Surv^] stud;^. And if you look at the excess 
deaths among the black and mmority populations, you see that a 
number of the problems they face are related to nutritional imbal- 
ances, not to gross deficiencies in access to food, but to the wrong 
kinds of food. 
The Chairman. Well, thank you so much. 
Go ahead. Senator Kenne^. 

Senator Kennedy. Well, Dr. McGinnis, I aji going to send you 
over some of the studies that have been done about hunger m 
America* If you believe what you just said, I think you really ought 
to give fair opportunity to examine the work that has been done by 
a number or different groups about the problems of hunger in 
America and about the problems of himffer in children in America 
and the number of children who are living in poverty, with single 
parent, some who are working and some who are not, andtne 
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whole process of diet in that; and also, the explosion in terms of 
the use of various soup kitchens and feeding centers, here in this 
city, and in my own btate, in Boston. I was talking to one of the 
social services directors on Monday in Boston, and they cannot 
open food c nters fast enough, and they are completely over- 
crowded. And these are not people who are cutting coins in ma* 
chines and popping out potato chips and candybars. These people 
are desperate, and they are in need, and there is a severe problem 
in America— now. 

And I will give you a chance to make whatever comment, but I 
think it would be a real distortion to suggest at this hearing that it 
is just people in lower incomes who are eating the wrong things, 
and they l^ve access to the right thr^^srs, because I do not believe 
that to DC the case. 

Dr. MoGiNNis. I think you are right. I think that would be a dis- 
tortion of the facts. And I do not want to be mistaken as having 
said that there are no people in this ciiuntry who are hungry 

The Chaiuian. I would not want to be mistaken, either. We 
know that is true. 

Dr. McGiNNis. That is right. 

I think that one of the most important nutritional policy agenda 
items is indeed developing a better indication of the nutritional 
status of low-income populations and being able to pinpoint that 
element of the low-income population — and there is an element— 
which does not have adequate access to food. 

But what I wanted to emphasize was that for most of the low- 
income populations— and unfortunately, we have a ^BTge share of 
our pop^ilation which f^Us into that categoiy— the problem is not 
access to food; it is the food choices th«^ make. I am not denying 
the fact that there doos exist a problem on hunger. 

Senator KmmKDY. Well, we would like to work with you on both 
of those areas. 

Thank you very much. 

The Chairman. Thank you so much. We are grateful for both of 
you coming, and we will let you go at this time. 
Dr. McGiNNis. Thank you. 

The CHAraBfAN. I am pleased to introduce our second panel. 
First, I would like to introduce Ms. Linda Evans. Ms. Evans is a 
well-known television personality and author of the "Linda Evans 
Exercise Book: Inner and Outer Beauty." In addition, a recent 
surv^ named Ms. Evans as the most-admired woman in Amenca. 

Second, I would also like to introduce a veiy good friend of mine 
from Utah, Dr. Garth Fisher, director of the Human Performance 
Research Center at Brigham Young Universi^. Dr. Fisher has 
coauthored a remarkable book entitled, "How ''o Lower Your Fat 
Thermostet.'' And I have to say that he has been kind enough to 
give me a number of copies, wmch I have shared with members of 
the Senate and elsewhere, which has really heljped me in my 
health and fitness program as well. I do not know or a better sports 
fitness expert in the country than Dr. Fisher. 

The thdrd member of the panel is Dr. Michael Fulton, medical 
advisor to the Nautilus Sports and Medical Industries. 

I would really like to welcome each of you todav, and I want to 
thank you for taking time from your busy schedules, in particular 
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you, Ms. Evans. You flew here last night, la^e, and as soon as you 
are through testifying, you are going to fly back out, and I under- 
stand you are going to have to participate in helping to make some 
"Dynasty" segments even today. So there is no rest for you, and we 
are very sratefiil that you have taken the time to be with us, espe- 
cially under thop? circumstances. 

So we will turn to you and be happy to take your testimony at 
this time. 

STATEMENT OF LINDA EVANS, ACTRESS AND AUTHOR OP 
"LINDA EVANS EXERCISE BOOK: INNER AND OUTER BEAUTY**; 
DR. GARTH FISHER, DIRECTOR, HUMAN PERFORMANCE RE- 
SEARCH CENTER, BRISHAM YOUNG UNIVERSITY, AND D& MI- 
CHAEL FULTON, ADVISOR, NAUTILUS SPO?TS/MEDICAL INDUS- 
TRIES 

Ms. Evans. Thank you for having me Lere today. 

The subject of fitness and nutrition is one in which I have a par- 
ticular interest It is also a subject of importance to all of us, and I 
feel especially honored to give testimony before this committee. 

I am not a doctor or a psychologist, and I do not profeiis lo be 
either. I am simply a woman who has spent the !?Rt ^ years 
searching for ways to improve and better myself. 

Like roimtless American men and women, I want to be the best 
"me'' r can be— and I believe that fitness plays a vital role in 
achievrng w'at goal. 

Ovei the years, I have learned a great deal about fitness. Much 
of it is based on personal experience. I have learned what woriis 
best for me and my friends, and I have been taught by the experts, 
people who ycve devot i their lives to fitness and beauty. 

So first of 9ll, let me say that I applaud tiiis cc littee for its 
efibrts to promote the importance of fitness and diet in preventing 
illness. 

As a nation, we have become increasingly aware of the impor- 
tance of exercise and healthy diet in promoting good health. But as 
a repent government study reports, Americans are not as fit as 
they think they Are; 80 to 90 percent of Americans still do not get 
enough exercise. 

And despite all the medical advice to the contrary, many Ameri* 
cans still overeal. One recent estimate suggests that almost one- 
third of Am3rican men and more than one-third of women are 
obese, just as they were a decade ago. 

I believe that all of us who want to improve ourselves can do so. 
But it takes worL Lookirg the very best we can helps us feel posi- 
tive about ourselves, while staving in shape and keeping healthy 
gives us the freedom to take our minds ofT ourselves and enables us 
to concentrate on the important things in life. 

Longer lifespans todfiy have created an older more sedentary 
population witti a greater need to stay fit. Unfortunately, our socie- 
ty is geared toward accepting that as jpeople grow older, their lives 
are not as valuable; consequently, their lives are less meaningful. I 
fully belie^/e the opposite to be true. You do not have to fall apart 
because you are getting older. However, if you accept the idea that 
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you will begin to fall apart in your thirties, ^"^r with middle age, 
then you probably will. 

As a woman in her forties, I have learned that 1 am capable of 
changing what I do not like about my life. There are dozens of 
ways to get into shape, to improve the way vre look an^ how we 
feel. But oefore we can change anything, each of us has to make a 
cominitment to ourselves. And most of all, we have to want the end 
results. 

I do not believe that this is just beauty talk. Our doctors are find- 
ing increasing evidence to support the value of exercise among the 
agmg. 

Just 2 weeks ago at a symposiiun on nutrition and agmgf Dr. 
William Evans ^ Tufts Um^'ersit^— no r^^lation— reported the 
result of a study which involved having older people go through a 
12-week aerctnc exercise training program. *'Sc far, we hav^^i discov- 
ered two strikhig things," Dr. Sivt^^-^ 9ays. "One, sedentary older 
people, especially women, have kably low ftmctional capac- 
ities, und two, that capacity incre' '.stantially as a result of 
exercise.'^ 

Dr. Evans and others have now established a statewide progi'am 
in Massachusetts <»lled Fitness after Fifty, or Keep Moving, to en- 
courage people to get involved in exercise. 

I tmnk we need more programs like this one established by Dr. 
Evans and his associates. We also need to pay stricter attention to 
our diet 

Dr. Mary Bess Kohrs of the University of Dlinois in Chicago esti- 
mates that one-half of the muor chronic health problems of i;he el- 
derly—heart disease, and diabetes—are affected by bad nutrition. 
Her conclusion: 'Improved nutrtion among the elderly may reduce 
hospitalizations and other health care costs and im|.rove their over- 
all quaUty of life." 

Dr. Kohrs believes that the nutritional content and quali^ of 
food that an elderly person eats at hon-e are important, and I be- 
lieve that if we dve people sufficient information, they can do a lot 
to take care of themselves. 

There 9re others much m"^^ knowledgeable than I who will 
bring important information before this committee; vet, so much of 
fitness and nutrition in public health, the subject of today's hear- 
ing, depends on each of us as individuals. 

I would like to relate something from mv own personal experi- 
ence. Wlien I was in my twenties, I developed allergies and an 
astiimatic condition. I visited an allergist, who prescribed shots, at 
first, twice a week, then 5 days a week, then 7 days a week. I was 
soon taking cortisone but the condition became worse. This went on 
for almost a year. I became depressed, frustrated, and discouraged.. 
1 was totally \inable to work, m desperation I bcjgan to read about 
the subject. I eventualhr consulted a nutritionist— a remarkaMe 
woman named Gladys Lindbergh— who placed me on a carefully 
rcgulatet! diet. Within 6 weeks, all of the symptdms had disap- 
pcNBtred, and I was well. 

We are fortunate in that our Nation is able to provide the high- 
est level of medical care in this world 

But there is a need for more public information about nutrition. 
Our medical schools are aware of this, and more and more of them 
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now require courses in nutrition as part of a doctor's basic educa- 
tion. 

There is also a need to give this information our children so 
that they are better-equipped to live healthier avv43 when they are 
older. 

There is an important link between the mind, the body and the 
spirit, and there is much that each of us can do to help ourselves if 
we have that information. 

Life is a gift, an exciting and stimulating adventure. What we do 
with it dependis on how we choose to look at life. It is never too late 
to change our views or to adjust our thinking and it is certainly 
never too early. 

I hofe that this hearing today will lead to the spread of more in- 
formation promoting fitness, exercise and good nuMtion, and I 
wish the committee well. 

Thank you. 

The CiiAiaiiAN. Thank you very much. That was very good testi- 
mony. We will go to all three of you, then we will have some ques* 
tiona 

Dr. Fisher. 

Dr. FuBKB. Thank you, Mr Chairmen, committee members, die- 
tinguished colleagues and guests. 

I am pleased to be L^re today to testify at this hearing retarding 
nutrition, fitness and public health. My remarks will be more spe- 
cifically toward the role of fitness and nutrition as it affects obesi- 
ty. 

The rcle of exercise in decreasing the risk from certain diseases 
is well known. Many studies have shown that men whose occupa- 
tions require them to be active are at a decreased risk from ueart 
disease. A study by PaffenlMu^r, involving more than 17,000 Har- 
vard alumni, diowed a 64-percent decrease in the likelihood of 
having a first heart attack in those alumni who used at least 2,000 
calories a week in exercise programs. 

It is posdble that the decrease in the incidence of heart disease 
in America during the past 20 years is related directly to the in- 
creased number of people who f jre exercising regularly. 

The role of dnet m health has also been documented. For years, 
the American Heart Association has advocated a diet containing 
less fat and cholesterol, and recently have suggested tlu.. fat levels 
be decreased to 30 percent of total calories, or less, for all Ameri- 
cans, with decreases to 26 or even 20 percent for people with abnor- 
mally high fclood fat levels. 

The Anierican Cancer Society has also recommended a decrease 
in the total fat intake. Moderation in the use of fatt^ foods, the so- 
ciety sail, not only reduces chances of ^tting certam cancers, but 
is an effective way to reduce daily calonc consumption. In addition 
tbey recommend more high-fiber foods, saying that: 

Even if ftber itwlf may not prove to have a protective effect againet car^oer, high 
fiber^ntaininff fruits, vegetablee, and cereali can be recommenml as a wholesome 
nibetitute for Mty foods. 

Interestiiu;ly, the No. 1 reconmiendation of the Cancer Society 
was to avoid obesity. This suggestion was based in part on findings 
of its own 12-year study of nearly 1 million Americans, which vmr 
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covered higher cancer risks among overweight men and women, 
particularly those who were 40 percent or more overweight. Other 
groups have noted the risks involved with obesity. 

In the publication, "Health Implications of Obesity," by the U.S. 
Department of Health and Human Services, a panel of experts con- 
cluded that obesity d^^tely has adverse effects on both health 
and longevity. 

They stated that: 

Obesity is dearly associated with hypertensioii, hypercholesterolemia, adult onset 
didiwtes, an excess of certain cancers and other medical problems. 

This panel agreed that an increase in body weight of 20 percent 
or more above desirable body wei'rht constitutes an established 
health hazard and estimated that some 34 million adult Americans 
have a body fat above this level. Obviously, obesity is a migor 
health issue in America, and to this point in time the problem is 
getting worse instead of better. 

Surveys indicate that at any given time, about 56 percent of the 
population may be dieting, and estimates from clinics, studies, and 
obesity specialists indicate that al>out 95 percent of those who try 
to lose weight using the traditional approaches are unsuccessful 
and either tail to lose significantly or i^ain the weight they have 
lost within a short period of time. This failure of diets has created 
an enormous weight control industry which costs the American 
public billions of dollars each year. 

Why is there such a high failure rate? For years scientists, in- 
cludixig myself, have taught that obesity is simply a matter of over- 
consumption. If you are fat, you eat too much, we said. Nothing 
could be further from the truth. Careful research shows that thin 
people actually eat more than fat people. One stu<^ recorded the 
'ntake of two ladies who weighed ov^ 350 pounds at ler : than 
1,000 calories a day. 

In fact, it is clear that the body is affected directly by the very 
act of dieting. A recent study of the weight gain and loss cycle ex- 
perienced by so many Americans showed that the body takes less 
time to ffain weight and longer to lose excess weifl^t idfler several 
cycles of dietinff and regaining the weight. Zome evidence suggests 
that body weight is actually controlledby a fat thermostat m the 
brain much like the thermostat in a home, which resists changes in 
fat just like the thermostat in the house resib's chuiges in temi>er- 
ature. This idea is substantiated by research showing that dieting 
actually triggers a decrease in metabolic rate after a few weeks so 
that the new, lower intake of food will no longer result in weight 
loss. 

How can weight loss be accomplished successfully? The most im- 
portant component of a successful weight loss program is increased 
physical activity. It is clear that exercise not only increases the 
body's caloric expenditure and metabolic rate, but cdso changes the 
fat thermostat in the brain to allow weight to be lost more easily. 
V/ild aninials are never &t, but when caged, they put on extra 
wc^({ht. Even elite nmners, who are always thin, get fatter during 
the t (T-season. 

The second factor involves decreasing the amount of fat and 
sugar iii the diet. Certain types of food cause fatness, even if excess 
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calories are not ingested. Dr. Larry Oscai and his associates at the 
University of Illinois fed two groups of rats exactly the same 
number of calories for a 60-week experimental period. One group 
ate r^ular rat chow, a lowfat, high-nber food, and the other ate a 
diet similar to the typical American diet, that is, about 40 percent 
of the calories coining from fats and 25 percent from sugar, bcnspite 
a similar caloric intake, carcass fat averaged 51 percent for the 
rats eating the fat-rich diet, but only 30 percent for the rsts eating 
r^nilar rat chow. 

This study clearly demonstrates that severe obesity can develop 
in the absence of overeating by simpl;^ eating too much fat. 

Isn't it interesting that the guidelmes for long-term weight con- 
trol are so much like those suggested by the Heart Association and 
Cancer Society? The problem comes from the difficulty the public 
has in adopting the guidelines because of their lack of information 
concerning exercise and nutrition. 

For instance, it is difficult for anyone without a background in 
nutrition to determine which foods are hesdthful and which are 
not. It is clear that people need not only to be informed about the 
guidelines for healthful living, but to be given specific, easily un- 
derstood information regardii^ the day-to^y choices they are re- 
quired to make. 

Surely, with a few chan^ in approach, migor changes can be 
made in the health of the ntizens of this great country. 
Thank you very much. 
The Chaibman. Thank you. Dr. Fisher. 
We will turn to you now. Dr. Fulton. 

Dr. FUI.TON. Thank you» Senator Hatch, for the opportunity to 
present to you an area that D>ight be a little bit different in regard 
to what we have heai-d already this morning. 

I would like to talk to you about my experiences in the areas of 
exercise as they relate to the health, in tms case, of the musculos- 
keletal i^ystem. 

I think, to imderstand these concepts, we need to briefly review 
the anatomy of this area. The functional element of the musculos- 
keletal system is the joint. We see it here, represented by two 
bones, in the blue the static restraint systems of ligament capsules, 
and in the red the dynamic restraint systems of the muscle-tendon 
unit. It is these areas vdiere forces of our daily activity of sport or 
of work occur, and if these forces are too great, inju^.y occurs. 

This is an example of the forces of modem-day athletics. If you 
look carefiilly at the arrow you can see that this athlete is going 
North and South and, unfortunately, his knee is going East and 
West. This resulted in an incredible injury called the triad of 
O'Donoghue, which is complete wipeout of the medial support 
structures, the anterior cruciate ligament, and the medial menis- 
cus. 

I must emphasize the importance of understanding forces about 
the musculoskeletal S3^tem. As far as force versus sport, there are 
certain areas where we can influence these forces. Particularly 
making the athlete more skillful, applying rules that will reduce 
forces, and designing equipment that will dissipate forces. These 
particular areas influence in the work area as well, and are called 
collectively the ergonomic studies. 
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But the one area that sadly has been neglected is actually 
strengtliening the body itself to be able to dissipate these forces. 
The anatomy iiat needs to dissipate the forces is bone, ligament, 
and muscle. These tissues are adaptive tissues; they will respond to 
exercise principles, because they are made of collagen and myopro- 
tain. This is an electron microscopy slide of the collagen of the cap- 
sule, the lununent and the bone itself, and collagen will respond to 
overload. Tnis is the an electron microscopy slide of ir voproteins of 
muscle, which will respond to overload. 

But the is this: An overload to this system, an overload that 
is controlled and progressive. 

We at Nautilus have worked with these concepts of overload over 
the last decade and a half, and they are too numerous to go 
through at this point in time, but they have been the basis for my 
care oL athletic i^jurie8, particularly rehabilitation around the 
shoulder, the knee, and the low-back areas. 

One of the most recent areas I have studied is the low back. Low 
back pain is very prevalent in out society. Approximately 80 per- 
cent m you will have, at one time or another, rack pain that will 
require a i^qnBinan's care. 

Collective^, this particular back problem will cost our uxdety, 
our health care industry, anywhere mm $17 to $33 billion. 

When working with research strength testing tools known as ten- 
siometers, I found that healthy backs were incredibly strong, gener- 
ating as mudi as 500 pounds ^ torque. But similarly, lookmg at 
thediseased spine, I found it was just as impressively weak. These 
are the protot^ipe tools I used, and these are simplv exercise tools 
that have the ben^t of measuring strength— in this case, of the 
trunk extensor musculature, and in this case of the trunk flexor 
musculature. 

These tools a\'e hooked to a computer which will then analyze 
and give us thm strength curve. This is what a strength curve looks 
like. There are two lines, the top being gross force, the bottom 
beiiiff net force- We have extrapolated or taken out the body 
weight. 

Tms is an example of a very stron.^- back. The force reference on 
the left is 400 pounds. Along the bottom, you see the range of 
movement that tne spine is moved through. 

TUb is an example of a very weak back. If you will notice the 
force reference of 100 pounds, and the angles on the bottom again. 
When we extrapolate body wei^t in this particular individual, you 
can see his strength levels were barely able to control his trunk 
weidit. 

With these kinds of discrepancies, I felt it was imperative that I 
explore the benefits of brinnng the weakened spine to more physi- 
ological strengtii levels, ana seeing the impact on back pain, pure 
and simple. 

I desisted a strengthenmg program, emphaLizing the anatomy 
about the trunk— the rectus abdominus musculature in front, 
transversus oblique musculature around the side, and the paraver- 
tebral musculature from behind. 

The machines I used for strengthening were providing controlled, 
proffressive overload. This is a low-back machine for the paraverte- 
bral musculature. This is an abdominal machine, for the rectus ab- 
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dominuB musctilature, and this is a rotary torso machine for the 
oblique transversus musculature. 

Research individuals were exercised for 3 months with a frequen- 
cy of three times per week and with brief quality exercise of only 
20 minutes per each training session. I then developed a reporting 
format where I looked at pfysical criteria and gave points for the 
amount of stren^ the individuals had. 

I also save pomts with regard to the patients' perception of pain, 
on the basiB of a functional activities questionnaire, and with 
rejgard to the physician's perception of patients' pain hasec^ on med- 
icine use and general dinical examination. 

My main emphasis was trying to relate the physical criteria and 
the patient's perception of pain. 

I nave 80 patients throudi the study at this point in time. The 
first 20 were 11 females and 9 males, with an age raiu;e of 25 to 76 
years, a median age of 56 years, as would be expected in a Florida 
population. The magnosis was predominantly degenerative discs 
disease. Two patients had herniated lumbar disc documented by 
CAT scan and EMG. I found over 3 months of very good quality 
exercise that I was able to improve the trunk-strength of these in- 
dividuals 50 peiiceut on the trunk extensor side and 31 percent on 
the trurk flexor side. This is a very meaningful chSainge, and 
brought these strength levels back to more physiological levels. By 
doing so» I resolved the back pain in all 20 individuals, and more 
importantly, maintained and improved their vocational status. 

This is an example of one of these patients, a 55-yearold gentle- 
man with a 5-vear history of low back pain. He had been told noth- 
ing could be done for the particular problem and was about ready 
to quit his job. The diagnosis was degenerative disc disease. The 
starting strength levels are demonsfarated here. The bottom line is 
what we are interested in. On die extremes of the bottom line, we 
see 46 pounds of force on the left and 88 pounds of force on the 
rkht. These are the extremes of his strength curve. With 2 weeks 
of exercise, he had improved his strength levels— 69 pounds and 
105 pounds are seen in the extremes. At 3 months, he had doubled 
his strength level, and he had no s^ptoms of back pain. We were 
able, fortuaatel]% to fellow this patient over an additional period of 
time. This is a 6-month followup, and he continued to improve in 
his strength levels, and at the 9-month followup, he has now tri- 
pled his strength levels; he has brouj^t his strength up to the 
physiological level necessary for pain-firee functioning 

This is a comparison showing the three times increase in his 
strength. 

In summary, I think it is very important we understand the im- 
portance of muscle in our exercise programs. It truly is a vehicle 
by which we stimulate the cardiopulmonary and all other support 
systems. So often, rur programs emphasize just the cardiopulmon- 
ary system and indeed cause more problems than benefits, particu- 
larly in relation to the musculoskeletal qrstem. 

Second, I tbink it is very critical that we look at the quali^ of 
our exercise jirograms. Unfortunatelv in this countiy, wnere if a 
little is good, a whole lot is better, this is not the case with exer- 
cise. I have been given the challenge early in my prcfeesional 
career, and I continue to accept th^ challenge of understanding 
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how little exercise the body needs for maintenance of health, not 
how much exercise the body can tolerate. 
Thank you. 

[The prepared statement of Dr. Fulton follows:] 
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ORTHOPAEDIC & REHABIUTA TION CUNIC 



MovAMbar II, 1985 



Tha Honorabi* Orrlr G. Hatch 
CoMMittaa on Labor 
and Huaan Ratourcat 
Unitad stataf Sanate 
Washington, DC 20510 

Paar Sanator Natch: 



J apologize for the delay of this »«ritten ttatenent, but your corr^s- 
pondanca of October 3I. I985 ju.t reached .y office! 

M*f^i''** the undar»tanJIn9 of quality axerci«'< it a critical corner- 
stone of pravantiva health care .aasuras. I have been Involved In the 
ras.arch and utilization of ajjressly. st r.njt ..n 1 ^J co Sap! s Jo "t ^ 
iipJas Jad'illJK ^kT' practice of Orthopaedic Hedlclne »,hich has 

Jury prevention and rehabilitation 0* musculoskeletal ln- 

ioirinlJ?!! *M ^""V Involves the musculoskeletal system end 

The .«!u li^^ui;. '•••^^ function of 

the musculoskeletal system and Is represented by two bones w!th ertl- 

n«iin?s"'?"' "f"' .tabilizad by a stallc rest Ja I nr .JsJam of 
iiljr It U "^f" " dyn.mic restraint sy.tam of tha .usJia tendon 

and Jhe hlnl 1 J " restraints, the dynamic restraints 

and the bona itself that dtssipatas the forces of activities whether thev 
be sporting activities or working actlvit.as. If these t siul. are nJ5 
strorj enough to dissipate these forces than 1 nj ury occ- "e I^t ?Jen 
s'oSI ^-^W'^ther reducing forces of activities, whether tJey bl 
IJJtii lt^W ti »t'-"flt''"»»fi of the musculosk.letel 

SII of iJJl^t « ^-Ithstand these partlculer forces. Fortun.tely e greet 
deal of attention has bean given to the control of forces, pertlculerlv 

«u S:a:rd.t?;y'""r*- T t^'- .nvlronmant'wlth i^ei;. ^nd 

!2r! S ; f-'n'nfl of Indlvldueis t,, utilize body p,rts 

Ms bIIn i«l.c?IS'*T**'r. ^''^ ""culoskaletel sys?Jm 
nas been neglaced and perticuleriy at tha community level. 

M^meHrlSi"* ^'IJI""/' Interested in strengthening ere bone. 

\\Xrllf\ I "•"•^'V * ' 0' these tissues will respond to strengthening 
D?edJm J.^r?"" V *5**'' adaptability. Thes. tlssueJ ere ' 

predomlnente y mede of the edepteble proteinic of collegen, end the myo- 
protelns, ^hich meke up muscle. The res.'.ch enlmet hes ihown hit III 
of these tissues will respond to proper exarcise. thet Is to Itre^gtJenlno 
Clinical obsarvetlon of the humen model 'orroborites these flldllS?'" 



ERLC 



7? 



74 



Th« fc«y to this •4«ptlv« chtng* it •n ov«rlo«4 of thttt •daptiv* tlttu«». 
This ovarlotd Mutt b« providtd, And c«n b* providtd ••f«ly» long •» it 
it controllad. It Mutt b« prograttiv* in n«tur« to that adsptstion or 
•trtngthftni ng to tatltfACtory lavtit c«n b* obttinad. Thi* ov«rlo«d h«» 
b««n flivtn Mny naiMS such •» ttratt, r«tltt«nc«, or axarci**, but th« fc«y 
ttlll it control lad progr«t»iv« ov«rlo«d» no Mattar what tht n«M«. Thsra 
•ra b«*lc raqulrsMnt* that w* h«vt dtvtloptd at Nautllu* Sportt/Hodi c« I 
Induttriat ovar tht lt»t dtctdt tnd • htif thtt call for control lad pro- 
grattlva ovarload. Thatc rcqui rancntt ara at follewt* 



Rotary-form Hovanant 
Direct Katittance 
•alanccd Katlttance 
Variabit Katittanct 
Nagatlvt Work 
Fotitivt Work 
St rt tchi ng 
Pra*»trttching 

Kc»i»tance in tha position of full contraction 
Unrtttrictad tptad of movtntnt 



A briaf axplanation of thttc raqui rantntt is in ordar. Human baingt ara 
rotary animalt as far as our Joint function Is concarnad. it it a com- 
bination of rotary movtmtnt, through what it known at Itnkagt, that allows 
linaar movamtnt . lut for an ovtrload to bt control lad, it mutt bt rotary 
in natura. Thit ovarlotd must ba diractly applitd about tha Joint of 
rahab or ttrangthtning lnttrcst» and the ovtrload must bt balanctd and 
varlabia, all laading to • mora physiologically controllad ovarload. Tha 
waifht of tha movamtnt must provlda for both nagatlva and potitlva work. 
In mtdlcal ttrmt thit applitt to tha accantric and concantric contraction 
of mutcia ratpacti valy . Simply put. U It vary important that wa both lift 
tha waight and tlowly lowar tha wtight. Lowarlng. In any walghtad mova- 
mant. It probably tha mott productlva at far at ttrangth Improvamant it 
concarnad. Stratchtng, pra ttratching, and ratittanca in tht potition of 
full contraction all ara ntcttsary for maintananca of maximum flaxibiiity 
of tha Joint. And last but mott important, whanavar any waightad princlpit 
It utad, tha tpaad of movamtnt it critical. Tha waight thould alwayt ba 
control lad» and thit ganarally maant mov«id tlowly. 

Tha Nautliut machlna It timply a man I fattat f on of thttt raquiramantt for 
proparly controllad progratttva ovarload to tha mutculotkalatal tytttm. 
Tha raquiramtntt art not axclutivt to tha Nautilut machlna and can bt ap- 
pliad with many formt of prograttlvt controlled ovarload* but it it thatt 
raqulraaanti that ara tht importtnt ittua. 

Ovtr tha last six yaart I h>ivt utlliztd controlltd prograttiva ovarload 
with tha abova raquirtmtntt In tht rthab i I i tat i on and pravantion of 
mutculotkt Ittal Injury, particularly about tht Jolntt of tha shouldtr» tht 
knaa and tht lowtr back. 
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t h«v« b««n tnvolvfld In • r«h«bi 1 1 t«t Ion progr«n for th« low-back arflfl. 
This U fl nonuiMntal probl«ii for th« phy»icl«n 4««llng with tha nusculo* 
•k«l«t«l systfln* It li •itinatad that BoX of our population at ona tlna 
or anothar will stak nadlcal attantion for back problaat. A vary «imI I 
parcantaga of thosa patiants will avar raqulra surgary. Surgical and 
contarvatlva iiaasurai unfortunataly liava not baan pradlctabia in inprova- 
Mnt of th« syMptoiN of back pain. 

Vith t .a 4avalopMant of prototfpa tooU for atrangth tasting, known as 
Tansionatars, wa hava baan abia to obsarva tha Incradlbla Stranfth of 
trunk Musculatura, and particularly tha trunk axtansor nusculatura of tha 
paravartabrals and tha hip axtansors in tha haalthy back. Tha discrapancy 
batwaan strangth lavals ^f tha haalthy back and tha dlsaasad back wara so 
graat It was alactad to anbark on a naanlngfu) strangthaning progran for 
tha trunk nusculatura and try to ralata trunk strangth to tha synpton of 
low-back pain-a vary sinpla but naaningful ra latlonshlp . A trunk str«ngth- 
aning progran was davalopad with anphasis on tha axtrinsic support nuscu- 
latu't of tha ractus abdominus muscIc, (trunk f Uxors), tha lunbar para* 
vartabral and buttocks nusclas (trunk axtansors) and the obliqua and trans* 
varsus nusclas (trunk rotators). 

Tha appropriate axarcisa aparatus was utiiizad providing the raqutramants 
wa hava previously outlined. The trunk strengthening progrem occurred 
over e three leonth period. Treining sessions were epproxinetely threa tinas 
e week, 20 ninutes per session. S i mu I teneous ly e general conditioning 
progren Involving the upper torso end lower liieb nusculeture wes provided. 
These petlents were evelueted initielly, et two weeks, end then eftar threa 
nonth* with trunk strength neesurenents teken of the trunk flexors ,^nd Che 
trunk extensors. At thet observetion tine the petlents were requested to 
fill out e brief questionoire with regerd ;o functlonel ebiilties end their 
perception of their beck pein. A reporting fornet wes then designed by 
■odif icetions of the low*beck reting scela developed by Dr. Thones Lehnen 
from the University of lowe presented In 1982 et the tnternetlone i leek 
Synposiin. This formet eilowe<i for objective deta collection and con- 
perifons of physlcel criterie, petlent's perception of pein, end physician's 
perception of pein. 

eighty petlents t& dete heve conpieted the ebove strengthening progrem. 
Of the first 20 petlents who hed the dlegnosls of predoninently degenaretive 
disc diseese end t^o documented ceses of hernleted Int^trvertebr&i lumber 
disc diseese, were ebia to successfully strengthen the trunk extensor 
musculeture $0% end the trunk ^lexor muscuieture 3it. All of these petlanti 
hed merked improvement In thutr symptoms es fer es perception of pein. 
Nore Importently ell petlents were eUher meinteined or improved In their 
vocetlonel stetus. Stetistlcei enelysis of this project will be performed 
when iOO petlents heve completed the protocol. I submit to you Tensiometer 
reedouts of one of these petlents. 
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I f««l thit rapraiantt • vary tlnpU axaiiplfl of tha Mflningful influanei 
of quality axarelta at It ca ba utilliad to Influanc4i a vary larlout 
haaith eara problaa. Although My axparlaneat to data hava baan prlaarily 
in tha araat of Mulculoilcalatai injury, thara it obvioutly 'i much broader 
horiion for tha utiliiation of a quality axareita concapt in haaith cara. 
An inportant araa of obiarvation and hopafully futura rataarch i am now 
ambarklng on it tha araa of garSatrie axareita. I an currently In tha 
precatt of obtarving 200 gariatrie aga group patianti In a quaMty but 
briaf control lad axareita program for a two yaar period of tine. At the 
qonclution we will compere the heelth cere cotti of the 200 exerclted 
petientt to 200 conpereble non-exerc i ted petients. We will be iROnitorlng 
the phyllcel peremetert of muscle ttrength, bone denlity, end cerdie* 
pulmonery function during the course of this exercise obtervetlon. Under- 
ttending the influence of proper exerclte on the gerietric Phytiology will 
be critlcel over the next two decedet et the lergett ege group of our pop- 
uletlon moves from middle gerUtrIc ege. We mutt understend the velue 
of exercise in neintenence of heelth in these elderly IndivlJueis. 

In conclusion the velue of proper exerclte cennot be under «eted. Un- 
fortuneteiy thit velue is often diluted bcceute of fed end frequently out- 
right freud. Quellty exercise should be understood, should be evelueted 
end should be utilized in our heelth cere industry. 

I thenk the Committee on Lebor end Humen Resources for the opportunity to 
exprett my viewpoints. 
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The Chairman. Well, thank you 

We appreciate the testimony of all three of you. 

Ms. Evans, I would like to ask you, you mentioned that too many 
Americans are overweight, and they do not exercise enough, and 
that has basically been the testimony of others here today, and I 
think will be throughout the day. Most say that they are too busy, 
they are too tired. But I just note that you have a very demanding 
work schedule. You flew here late last nifht, you are flying bac£ 
now. You are going to be fUming parts of ^'Dynasty" when you get 
back to California* And yet you nnd time to exercises as I uncter- 
standit. 

So I wonder if you would tell us how you manage to find all this 
time and eneigy. It might help a lot of us tired, womout old Sena- 
tors. 

Ms. Evans. Well, I see it as an investment in myself. It is some- 
thing that I cannot not do— and not just for the beauty aspect of it. 
Being in show business will end one dav, and I am going to be a 
woman living her years out, and J see it as an investment in my 
health. 

When I exercise, even though I am tired, I get more energy the 
next day; I sleep better, and I can eat more— I love all of those. 
And the benefits work too waII for me. 

I have a great-aunt who is 90 years old, i nd she says: ''Linda, be 
good to your body> because when you get to be my age, everything 
you do not do nght is going to come back and get you." And! 
really a;n looking to the future, and that is why lam taking care 
of myself now. 

The CiiAmBCAN. Well, that is tremendous. It is well recognized 
that exercise can improve physical appearance, but the real benefit 
of exercise ih the health benefit. Can you comment on that for us 
today? 

Ms. Evans. Yes; as I said, because I work long hours, and be- 
cause I i-et very tired, I have a lot of stress with my work, with the 
emotions that we have to go through on the show, and exercise 
helps me release the tension of the day; it helps me get out all of 
that. So that when I am thit>ugh working out— and I work out with 
weights— it only takes me 20 minutes to a half an hour. I work out 
three times a week. The benefit of that throiu^hout tlie working 
week, and emotionally for me, is so wonderful ^t I just find that 
it is something I cannot not do for myself. 

llie Chairbcan. Well, thank you. 

Dr. Fisher, I have to say that you are one of the biggest inspira- 
tions to me, because I was not keeping in as good shape as I should, 
and then I got hold of your book, and you spent K>me time chatting 
with me about it, and of course, I watchea you on the golf course 
and jogging everywhere, and it seems to me you do not do much 
teaching, you . **e always exercising. 

Dr. FiSHiR. Hight. 

The Chairman. But it really has meant a lot to me. I have lost 
about 30 pounds— I am too light now, they tell me. But my choles- 
:«^rol dropped firom 248 down to 158 last week, in a matter of just, a 
few years, and I have to tell you that you and some of the things 
that Nathan Pritikin talked to me about have been very, very help- 
ful to me, ^ ^ 
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I think vour book. "How to Lower Your Fat Thermoetat/' is one 
of the truly great books on nutrition and fitness that I have ever 
read, plus the new cooUxK>k that you have out, which I have been 
able to nve to a few of my colleagues, and promised one just last 
evening 1 would give to him. 

You i>rovide strong support for those of us who feel deeply about 
it in tlus particular area. Do we now know enough to recommend 
dietary changes for the general public, or do we need more re- 
search, first? 

Dr. FiSHKR. We sure do know enough to recommend changes. I do 
not think we have to prove something beyond a shadow 6[ a doubt 
before we recommend changes, and I think the testimony I gave is 
more important in terms of obesity than anything else. And it is 
interesting to me that we tie this whole thing together, that we re- 
alize that what is good for heart disease and cancer is also good for 
ohesi^. I think that is a great message that we sliould take to the 
American people. 

The Chahuian. In your opinion, how effective are dietary 
changes in reducing blood serum cholesterol? 

Dr. FiSHKR. I think that the key to obesity control is exercise, but 
I think that exercise cannot work ^nthout dietary chmige. We havo 
done research both ways, where we have looked at dietary change 
and exercise change, and many people do not respond unless they 
^ve both of those changes. 

The Chairman. I do not think most people realize you are 90 
years old. [Laughter.]. 

The Chairman. Do you agree with the current recommendations 
that cholesterol-lowenng diets are only appropriate for a subgroup 
of the population— may1>e those individuals who are at risk for 
heart avd cardiovascular diseased 

Do you agree with that? 

Dr. FiSHXR. Well, I think we have to be careful not to lump cho- 
lesterol and fat in the same breath. Sometimes, we talk about cho- 
lesterol as if it were fat and fat as if it were cholesterol, and I 
think there is a difTerenoe. I think we have to control the intake of 
cholesterol specifically, and also the number d calories from fat. 
And I personally think that the h . er problem is the amount of 
fat in the diet at this time The i i that we eat every day that 
sometimes seems so good has been adulterated by fat. And I think 
somehow, we have to get to the food manufacturers the idea that 
they need to make food more healthful, that they need to lower the 
amount of fat, because even if we label properly, many people will 
not understand how to read those labels, even if they are labeled 
very clearly for most of us. 

So I think that we should encourage food manufacturers and 
maybe even pencdize them if they do not follow the guidelines that 
would lead to greater health. 

The CHAmMAN. Thank you. 

Dr. Fulton, you have provided great support for the benefit of 
using Nautilus health exercise equipment. However, many of our 
citizens just simply do not have access to do this. In f&ct we in the 
U.S. States Senate did not have access to Nautilus equipment urtil 
just a month or so a^o. You should see some of the awful stufiT that 
we have had to use m our little, tiny gym— which is always listed 



ERLC 



87 



84 

as one of the great, big, magnifioent perks for Members of the U.S. 
Senate. I do not think you would even want to use it, but you 
would now, now that we have the Nautilus equipment, I suppose. 

But as I say, manv cit^^ens do not have access to Nautilus equip 
ment and may not be able to. What do you recommend for people 
who C? not, and what can they do in their homes or in their local 
communities? 

Efr. Fulton. Well, I think the critical issue is the concept of over- 
load. You do not need a Nautilus machine necessarily to provide 
the body an overload. There are many other formats, there are 
many other weighted machines— there are barbells, for instance — 
and certain activities certainly provide a certain level of overload. 

But it must be progressive in nature if we are going to get the 
changes, particularly of the musculoskeletal system, that are desir- 
able. 

One area that I think is very, very important to look at is the 
area of geriatric medicine, or geriatric exercise, because this is a 
group that obviously does not stress their ^stem, and a great deied 
of their health care problems are related just simply to disuse of 
these systems. 

Overload is relative to the group that you are going to be work- 
ing with. For some people, overload is just getting out of a chair. 
But you must understand, it ne^ to be progressive in nature, and 
what tools are available can be used, as long as a good, solid con- 
cept is available. 

The CHAnucAN. How much does a 20-minute workout on Nauti- 
lus equipment, for instance, improve the ciutliovascular system? 
Some people wonder how that is so, and how does that compare, for 
instance, with 20 Jiinutes of jogging or swimming? 

Dr. Fulton. Well, it is an area— again, I am on orthopedic sur- 
geon by training; I am not an exercise physiologist, and I am not 
an internist. We do know with observations throughout our facili- 
ties that we can get significant change ia the cardiopulmonaiy 
system with circuit training. We are working, for instance, with a 
group of elderlv ladies who have osteoporosis now, and one of tlie 
most remarkaole changes they made with good-quality ciraut 
training was thi^r cardiopulmonary fitness chwge, almost immed- 
iately. 

Cutliopulmonary fitness. It is possible with circuit training. 
There is no question about that. 

As far as the benefits or comparisons to jogging, jogging has cer- 
tainly brought a fitness awareness to our country that is commend- 
able. However, it only gives you a steadynstate level as far as over- 
load is concerned, and you can only expect so much improvement, 
particularlv as far as the musculoskeletal system is concerned. It is 
also a fairly high force activity if you consider it accumulatively. 
So it is very important that people who are jogging simultaneously 
supplement themselves with a sood-ouality exercise program in- 
volving overload such as weighted machines. 

The Chairbcan. Thank you. 

Senator Simon, we will turn to you. 

Senator SaiON. Thank you, Mr. Chairman, and I thank all three 
of you for your testimony. 
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Dr. Fulton, first, if I may digress a little from the subject here— 
and I would be happy to have comments from either of the other 
two— I notice ' ou Iwd a slide on damage in sports, where you luul 
that football player going one wav and his leg going the other. We 
have a sport in tbin country called boxing, where 70 percent of 
those professional boxers end up with brain damage. 

Is this something we should continue to tolerate in the United 
States, or is this something that we really ought to be moving away 
from? And I recognize this is not the purpose of this hearing, but 
since you got into this, I am just curious for any reaction you 
mimt have. 

Dr. Fulton. I think it is important that we have an awareness of 
the forces of athletic participation. In high force sport there is 
always a risk of ii^ury, there is no Question about it. At face value, 
the game of football, which is our all-Ameriran game, is an insane 
game aa £ar as forces that the body is exposed to. 

As far as boxing is concerned, it is difficult for me to tell you 
that we cannot perform safelv while boxing. But like any other 
mort, I think the body should ije as best-prepared as possible for 
those forces of the activity. Now, whether boxing requires a change 
in rules, a change in equipment, to control the forces of the sport, 
maybe these areas need to be looked at more careftilly. 

But it is very difficult for me to tell you that a contact sport like 
boxing should be totally abandoned 

Senator Simon. A very diplomatic answer, and I thank you for it. 

May I ask the three of you— and Ms. Evans, I have to tell you, 
from talking to my staff. I think I am the onhr person in the 
United States who does not watch Otynasly, but Ihave appreciated 
yoor t38timony hen* today— is there any time in the day that is 
better for you to do exercise than another time? 

For example, Ms. Evans, you mentioned that you do it to relieve 
te?a?on which, among other things, may suggesi; the end of the day 
k a good time. 

ivl3. Evans. Well, sometimes, I have to do it at the end of the 
day, but I would prefer to work out in the morning, if I have a 
preference. I seem to have more energy in the morning than in the 
evening. 

Senator Simon. Do either of the other panelists have a comment? 

Dr, FiSHKR. Research has shown slight differences in the times, 
but I think ic is so smaL that it is not an important factor at all. I 
think what has to happen is you have to fina a time that fits your 
daily schedule. And people are more successful who do it at the 
same time every day that they exercise— say, they exercise 
Mondiy, Wednesday and Friday at noon, or whatever other time 
they can fit it into their schedule, and actually schedule that activ- 
ity. 

Senator Simon. So theoretically— and you say there is a slight 
difference— but in theory, what is the best time to exercise? 

Dr. FiSHXR. I really cannot remember the research, but it is so 
small a change. 

Dr. Fulton. Again, I have to agree. I think it is the preference of 
the individual. I think the important thiiu; is the regular participa- 
tion in exercise, however it is convenient lor the individual. 
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Senator Simon. Well, I thank all three of you for your leadership 
in this area. 
Thank you, Mr. Chairman. 
[Information supplied for the record follows:] 
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Nautilus 

LOW BACK TREATMENT ALTERNATIVE 
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INTROCJCTiON 



During th« d«v«lapn>«nt and clintcti t«tting of prototyp* t«n«*om«ttr machintt 
for tft« trunk muscul«tur«, it tecamt obvioui thtt th« hMNhy tacfc h«d 
incrwJibly high torqu« cspibilitin ForOM high ts 500 pounds wwa 
obMfvod for th« trurtk txttntort Juit n imprtMiv* wai th« km torqua 
valum for tht diSMSOd b»ck— m low as nogttivt ton pounds Bocauto of this 
groat discraponcy. it v.-aa docidad to obiarvo tha raiationahip of trunk strangth 
o back pain during a manmngfut axarcita program for trunk ttrangthaning 
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Bmiiiyi cQiwiimn twtimitHf miiwiiiii 



PROTOCOL DEVELOPMENT 



A Ntutitut iriir. f^rtngthtning format was d«sign«d •mphMiZing th« low 
back. abdor*'n»i «nd rotary torao mcrhinas Garwral body atraf>gth9nir>g waa 
alao p«rform«d 

A raportjng format Jratmg acala) waa modifiad from tha Iowa Uw Back Rating 
Seal* (Univcraity of towa. 1982) Thia rating acala racordad. 1) PHYSCtAL 
CRITERIA— pointa givan for unita of avaraga forca (pounda/avarage of 8-9 
taating poaitiona thru rang* of motion) ar»d pointa qtvcn for digreaa of apina 
flaKibility(bothmaaauradbypfototypatanaiomatart . PATIENT'S PERCEPTION 
OF PA'<^ poirta baaad on quaationnaire 3) PHY. CtAN S PERCEPTION OF 
PAIN— pointa baaad on quaatkmnaira 

Tha atrangth program waa thrae montha in langth The raporting format waa 
comptatad on tha initial work-up. two weak foHow-up, mrvi twelve week 
follow-up 
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ORTHOPAEDIC & REHABILITA TION CLINIC 
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> ORTHOPAEDIC & REHABIUTA TION CUNIC 



LOW BACK RATlS^Q SCALE 

PATIENT 

Drt> Dif Df 

TOTAL POINTS. 

A. Phytlcil Critsrlt (30) 

B Pib«m Pifttption (40) 

C Phytlcian't PvrotpCion (30) 

TOTAL (100) 

A. PHYSICAL CniTERIA (30 points) 

1 ^n/okotnmm - Total afnount of floiUon tnd oxtontlon In dosroo* 
Points (ono point for ovtry ton dogrtot- 12 points maxtmum) 

2 Tonsiomtof - Total amount of fltidon and axtanslon in lb. 
Polnia (18 points inaxifnufn) 

B. PATIENT PEBCEPTION (Pan H PMiam Pariodic Raoord) (40 points) 



1 Avaraflapain (IB points maximum) 

2 Howdiaablad (10 points maximum) 

NodisabiHtv,ablatowoH(fuH-tlma 10 

Abia to woH( f uH-tima but at lowar laval 8 

Ab»tf to woH( only paft<tln;a but at uaual laval 8 

AbIa to ¥vprfc only part-Hma but at lowar laval 4 

NotablatovKHfcatall 0 



3. ActlvWaa you can part orm • ona poim for tach YES anawar 
(15 points maximum) 

C. PHYSICIAN'S PERCEPTION (Part W Physlctan's Panodic Raconf) 
(30 points maximum) 

1 How much pain wouM you axpact for this patiant at this tima? (10 points maximum) 
2. Atthapraaanttlma, wtwIsthadasrMof impairmant? 
(10 points maximum) 



Mild, but shoiM not affact moat activltiaa 8 

Modarata, can't parform soma stranuoua acttvitlas 8 

Only light actMdaa, cant parform any atranuoua actMtlaa 2 

Savaraly llmltad; cant paf^lorm moat light actMtiaa or soma actlvHias of dsUy living 0 

3 Currant druga and daily doaaa (quantity) (10 points maximijm) 
Analgf jica (occasional uaa « lass than B timas par waak) 

Ma|or naroodc, regular uaa 0 

Major narcotic occasional '">a 2 

Minor narcotic, regular usa 4 

Minor narcotic, occasionat usa 8 

Non-narujtic, ragular i^aa 8 

Non<narcotlc. occasional usa 10 
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ORTHOPAEDIC & REHABIUTA TION CLINIC 



NAME 



LOW BACK PAIN QUESTIONNAIRE 



1 How much pain woutd you axpact on an avarago day? 



No pain 



Vary ttvara 
cominuoua pain 
or discomfort 



or 

discomfort 



2 How diaablad ara you? Choosa tha ONE itatamant balow that bast daacribaa your currant situation and 
maka a chack mark to tha tafl of that statamam (It you hava not baan amployad. than "work' rafara to your 
uaual rasponalbriltl«» such aa running tha housahotd or commurwty sarvtca positions ) 

(A) No dtsabtlity at all • aWa to work full-tima 

(8) AWa to work full-tima. but at a low*r itval 

(O AMa to work only part-tima. but at uaual laval 

(D) AMa to work only pan-tima AND at a low*r laval 

(E) Not aWa to work at aK 

3. Ptaaaa indicata balow which actlvitiaa you can (or could rf you wantad to) now parfor m (at iaast soma of tha 
ti ma) and which actlvtti as you cannot parform bacausa of your pain proMam If you can perform tha activity, 
clrcla tha "YES". If you cannot parform it than circla tha "NO" Giva an anawar for aach activrty 



2 



Walk a mita 

V ^:k up and down stairs . , . , 

Stoop ovar a sink 

-arry a bag of grocarias 

Maka a bad 

Rida In a car 

Sit for k>ng pariods a in a movia, church) . . . 

Visit frtanda or raiativas for an waning 

Racraational activltias (bowling, danong, hiking) . . . 
Stand for an hour or mora (tika waiting in Ima) 

Raka laavn or mow lawn . . . . 

Pick up amrm 'jr.iMran . 

Swaap floor with ^ straw broom 

Drsaa without asststanca . . ... 
Cook a maal 



..YES 



YES 
YES 
YES 
YES 
YES 
YES 
YES 



YES 



YES 
/ES 
YES 
YES 
YES 
YES 



NO 
NO 
NO 
NO 
NO 
NO 
NO 
NO 
NO 
NO 
NO 



NO 
NO 

I'O 
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uatu cw M i irizn iMsiommr ewimnem 



SUBJECTS AND RESULTS 



Twenly p«ti»nt» complattd the thr«e month strangth«ning p»^egr»»n alc^n 
famaras and nina matas. ao«s 25 to 76 yaars Tha awarage age was 39 5 
yaar« OiagnoMs included daganarative disk disease, herniated lumbar dtsk 
d<>g«n«rat(v« arthrttis. lumbar stenosis. ar>d chronic lumbar sprems 

Prellmkiarv trance ovr thr— month*. 
90% IncrMM in trunk •xtwieor Mrangth (% cheng* in everega 

LiiMiylli). 

11% incwa In trunk flMor iMigtti (% chwiy* in «v»r«ae atrMothl. 

All p«tl«rts grMtty improvMl in Min Jomplainta 

All iMtlMwts altlMr m«inta4n«d or atfvancod in work «tatua. 



P P . 40 yaar old while mele leborer with two yeer history of chrome low 
beck |>ain with sciatica Prior treetment epiourel injections with no improve 
m«nt Diegnous Oegeneretive disk diseesa with chrome low back pain 
Climcel course, complete resolution of symptoms et three months with 
inemtenence of heevy leboring work stetus 81% increese of everege trunk 
•lexer stren^jth end 145% ir>creesa of everage trunk extensor strength 



Exempie 
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TOTAL POINTS 



ORTHOPAEDIC & REHABIUTA TION CLINIC 



LOW BACK RATING SCALE 

P.P. 

Oiteln ital Dan 2 weeks pjf 12 



A 


Physical Critana (30) 


14.6 


17.3 


21.2 


B 


Patiant Perception (40) 




19.7 


39.0 


C 


Physician s Parception (30) 


19.0 




29. U 




TOTAL HOC) 




57. n 


afi.2 



PHYSICAL CRITERIA (30pointl) 

1 Goniomatar - Total amount of fiswon and extansion in dagrtts 
Pointi (one point for eve»y ten degrees - 1 2 points maximum) 

2 TenSiometer - Total amo'jnt of flauon and extension in lb 
Points (1 8 points meximum) 

'ATIENT PERCEPTION (Pert II Petient Periodic Record) (40 points) 

1 Averag) pain (15 points maximum) 

2 How ditiaMed (10 points maximum) 

No disability, able to work full-time 1 
Able t-> work full-time but et lower level 
Able to wort only pan-time but at usuel level 
Able to work only pan-time but et lower level 
Not eble to work et ell . 

3 Activities you can perform • one point for eech YES enswer 
(15 points meximum) 

PHYSICIAN u PERCEPTION (Pen III Physicien's Periodic Record) 
(30 points meximum) 

1 How much pain would you expect for this patient et this time/* (10 points meximum) 

2 At the present time, whet is the degree of in^irment? 
(lOpoints meximum) 

None ... .. 1( 

Mild, but should not effect most ectivities I 

Moderete. can t perform some strenuous activities ... . ( 

Only light eaivtties, can't perform eny strenuous eaivities ... 

Severely limited, cen't perform most light eaivities or some activities of deily living ( 

3 Current drugs end deily doses (quentity) (lOpoints mitximum) 
Analgesics (occesionel use - less then 5 times per week) 

Mej^ nercotic. reguler use ( 
Mejor nercotic. occesionel use 

Minor narcotic, reguler use ^ 
Minor narcotic, occesionel use ( 
Non-nercotic. reguler use I 
Non-nercotic occesionel use 1( 
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Name: Ff l^i^ib* 

Machine. Low^^r l*«c> 
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DISCUSSION 



Although a wnall »ubl«ct number, trwids show larg* changM cmn bm 
mm4m In tmnk strwivth of th« dtociMod Itm bmck in thr— months off 
mMninvful txtrclst. This IncrSMS of trunk strMigth corrslatss 
pMitivsly with Im^MmMit of symptoms of low bock P«in- 
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The Chairman. Thank you, Senator. 

I wont to thank this panel for being here. Ms. Evans, we know 
vou sacrificed a lot to be here, and it means a lot to us. You have 
helped us a lot on this hearing today. It is an important hearing. If 
we can get enough people out there to understand what these 
people are talking about and what you especially have talked 
about, it can make a real difference in this countrv, and in millions 
and millions of people's lives. We can save lives here, and we can 
enhance lives, and there are many other things and benefits that 
we hope will come from this particular hearing. So we are very 
grateful for you being here. We know you have to fly back, so we 
will not keep you. 

Dr. Fisher, we just want you to know that you have meant a lot 
to me, personally, and I think a lot to a number of Senators— I 
would say a pretty good percentage of Senators have a copy of your 
book, that I have given to them as they have wondered what they 
can do to stay healthy and strong as they live through thb very, 
very difficult life in the U.S. Senate. 

And thank goodness we have Nautilus equipment in the Senate 
now, I just want to tell you, and I think your presentation will help 
all of us to want to use it a little bit more. Dr. Fulton. 

But I thank all three of you. We really appreciate you being 
here. Thank you for being with us. 

Our third panel will be discussing the role that nutrition plays in 
the prevention and treatn;ent of cancer. 

First, let me introduce a highly respected scientist. Dr. Peter 
Greenwald, Director of the Division of Cancer Prevention and Con- 
trol at the National Cancer Institute. 

Second, I would like to introduce Mr. John Fink, with Cancer 
Victors and Friends in Santa Barbara, CA. 

Third, let me introduce Dr. Oliver Alabaster, director of cancer 
research at George Washington University Medical School. 

I wouTd like to welcome you all here today. We will turn to you 
first. Dr. Greenwald, and we are going to limit you to 5 minutes. 

I did not state at the outset, but! will state now, that ail written 
statements will be placed in the record as though fully delivered. 

We do appreciate summaries, and so I am going to cut you off at 
5 minutes, because we are running out of time. 

Go ahead. Dr. Greenwald. 

STATEMENT OF DR. PETER GREENWALD, DIRECTOR, DIVISION 
OF CANCER PREVENTION AND CONTROL, NATIONAL CANCER 
INSTITUTE; JOHN FINK, CANCER VICTORS AND FRIENDS, 
SANTA BARBARA, CA; AND OLIVER ALABASTER, ASSOCIATE 
PROFESSOR OF MEDICINE, GEORGE WASHINGTON UNIVERSITY 
MEDICAL SCHOOL, WASHINGTON, DC 

Dr. Greenwald. My topic is diet and the prevention of cancer. I 
think we should make a clear distinction between diet related to 
prevention and that related to therapy. The National Cancer Insti- 
tute is interested in diet in relaaon to therapy, but I am going to 
confine my remarks to prevention. 

There is now a general scientific consensus that perhaps 80 per- 
cent of all cancer is related to the way we lead our lives— whether 
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we smoke, what we eat, certain industrial pollutants. Of that, we 
think that roughly— roughly— 35 percent is related in some way to 
diet, and in p^icular, the general recommendations we have are 
to eat a variety of lowfat foods, keep trim, and increase the fiber- 
containing foods 

People are not always aware of what the statistics show. One of 
the cancers related to diet is cancer of the colon. For exanrple, the 
country of Finland, not too unlike ours in diet, except they eat 
much more fflbNer; in Finland, cancer of the colon is less than one- 
third as conmion as colon cancer in the United States. 

U you live in Connecticut, your chances of colon cancer are more 
than 70 percent higher than if you live in Utah. 

In our black population, we have had more than a doubling of 
the death rate from colon cancer over the past 30 years, and now it 
is about equal to tihe white population. 

The Hispanic population in Los Angeles has only two-thirds the 
rate of color cancer as the other white population in Los Angeles. 

In fact, one thing we are a bit concerned about is as that Hispan- 
ic group strives for better education, better income, and better jobs, 
they may give up some of the good parts of their diet which is high 
in fiber. 

Wfj know that populations living in Florida, where over 40 per- 
cent mov^ from the Northeast, have a somewhat lower rate of 
colon cancer than other people in the Northeast from where they 
moved. 

We think these are all related to diet. We also have evidence 
that changing your diet within your lifetime, even later in life, 
IT '^y have a benefit. 

Last year, based on this type of information, the National Cancer 
Institute began a Cancer Prevention Awareness Program. We 
should note that what we are recommending is entirely consistent 
with the recommendations for heart disease and is not associated 
with any known risks. 

While we need continued research, we have an extensive body of 
knowledge now thai; eating more fiber is important, that fat is a 
risk factor, that obesity and alcoholism increase the risk of cancer. 

In addition to our guidelines— and I will repeat them again: Eat 
more fiber-containing foods. By that, we mean any fresh or frozen 
fruits or v^etables, whole grain cereals and cereal products, the 
legumes, the peas and beans. Cut down on fat. You can do that 
from whatever source. Eat fresh fruits and vegetables, and keep 
trim 

In addition to the evidence in the guidelines, we have embarked 
upon a migor new initiative in diet and cancer research. Research 
is crucially important, both at the basic level, but also at the level 
of what we can do for people 

In the past 2 years, for the first time in history, we have begun 
human cancer prevention trials. At this time, there are about two 
dozen such trials in progress Some of these are in an area called 
chemoprevention. That is, we are adding specific-defined nutrients, 
such as certain vitamins or synthetic anal(^es of vitamins, and 
certain minerals, in randomized clinical trials, to see if we can 
lower the frequency of cancer. 
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The CHAiRBfAN. Doctor, your time is up. We appreciate it, and 
your statement is excellent and we will put it in the "ecord. 
Dr. Greenwald Thank you. 

[The prepared statement of Dr. Greenwald and responses to ques- 
tions submitted by Senator Grassley follow:] 
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Mr* Chairman and Members of the Convnittee: 

It is a pleasure to be here today. I would like to discuss diet 
and Its association with the cause and prevention of cancer. The National 
Cancer Institute (NCI) also is concerned about diet as it relates to 
good nutrition for cancer patients, but this is a totally different 
topic and one that i will not cover today* There now is general scientific 
consensus that about 80 percent of cancer cases appear to be linked to 
the way people live their lives. For example, whether or not we smoke, 
the foods we eat, and certain industrial pollutants all affect our 
likelihood of getting cancer* 

The role of diel in the cause and prevention of cancer is particularly 
important. In fad, the most comprehensive review to date estimates that 
35 percent of cancer deaths may be associatec- with dietary influences. 
Colon cancer Is one tyoe of cancer that is linked to die^. 

Few people realize that colon cancer is over three times more 
common in the United States than it is in Finland; that colon cancer 
deaths in Connecticut are more than 70 percent higher than in Utah; that 
the colon cancer death rate in the American black population almost 
doubled in the last 30 years and nor equals that in whites, that Hispanlcs 
»n tos Angeles have only two thir*- , of the frequency rate of other 
whites in Los Angeles; or that people living in Florida — even in areas 
where 40 percent of the population were born in the Northeast — have 
suhstant lal ly less colorectal cancer than their northeastern countrymen. 
These are just a few examples of cancer differences that we think are 
I inked to diet. 

The possibility of preventing colorectal cancer is suggested not 
only because of the high prevalence In '♦'he United States compared to 
other countries with different eating habits bot because of evidence 
that risk may be lowered substantially within an IndivlduaMs lifetime 
by changes In diet. The NCl thinks the main factors increasing colon 
cancer risk are too much dietary fat and too little dietary fiber. 
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Because of congrasslona! «nd public Inte-est > thd development of 
dietary recomnmndations that could lead to a reduction in cancer risk, the 
NCi asK«d the National Research Council in 1980 to evaluat-^ the role of 
diet in ojusing cancer and to identify dietary recommendations for *he 
public* We also accelerated our research programs in these areas* 

Supported by the Council's repc jublished in 1982— and our o^n 
more recent and soon to be publisher review of dietary fiber and cancer, 
last year the NCI began a Cancer Pre vention A«arene5S ^rogromj_ Dietary 




recommendations that we bel'.eve will reduce c^nze^ risk were broadly 
publicized* It is important to note that our dietary recommendations 
are consistent with The recommendations proposed to reduce deaths from 
heart disease, and that these recommendations pose essentially no risk 
to the publ ic* 

In fact, I want to emphasize that— -even though we do not know 
everything we need to know about diet and cancer— our dietary recommenda- 
tions are based on the findings of hundreds of laboratory, animal and 
human studies* The results of these studies teM us several thing^: 
o They indicate that populations that consume higher amounts 

of dietary fiber a day have a lower rate of cancers of the colon 
and rectum* 

o They Indicate that eating too ,nuch fat may increase the risk of getting 
cancers of the colon, breast, prostate and endometrium— the lining of 
the uterus* 

o They link obesity with higher risks of developing cancers of the colon, 
breast, prostate, gallbladder, ovary and uterus* 

o They suggest that cancers of the stomach In Colombia and certain 
other countries may be associated *lth diets low In vitamin C, and 
that diets low In vitamin A are associated with higher risk of 
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cancers of the lung, bladder and larynx (vo icebox), 
o T'ley establish ^hat heavy drinking of alcohohc beverages, particularly 
when combined with cigarette smoking, Increases the nsk of cancers 
of the mouth, throat, liver, and perhaps other organs. 

Therefore, the National Cancer (nstitute recommends the following dietary 
guidelines, *hich are consistent with the joint USDA DHHS Dietary Guidelines 
for Americans ; 

1) Eat fiber-rich foods . The average American should try to 
double the amount of fiber they currently eat. Fiber-rich foods Include 
whole grain beads and cereals, fresh or frozen fruits and vegetables, 
and dried peas and beans. When possible, we should eat th^ peel of the 
fruits and vegetables to get more fiber. Vogeta'jies and fruits contain 
many Important nutrients In addition tc ♦Iber. 

2) Eat a variety of foods low in fat . Individuals should keep intake 
low of all fats. To cut fat consumption. Individuals may choose such 
things as low-fat dairy products, low-fat salad dressings and desserts, 
and poultry without the skin, fish, and lean choices of meat. Trim all 
visib'e fat from meats. Food preparation methods are important. The 

best cooking melhods remove or avoid adding fat — for example, mic-owavo 
cooking, baking, oven broiling, boiling, and stewing. Avoid frying; 
Instead, use non-stick cookware. 

3) Eat fresh fruits and vegetables . Individuals should increase the 
intake of fruits and vegetables containing vitamin A, vitamin C, and 
beta-carotene. Fresh or frozen dark-green and deep-yellcw vegetables, 
and deep-yellow fruits are rich vitamin sources, and many are important 
fiber sources as well. 

4) Keep Trim . Obesity relates both to caloric intake and physical 
activity. Actually, people who eat more fiber-rich foods may tend to rut 
down on fat and calories. 
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5) If YOU drink alcohol, do so in moderation * If an individual drinks, 



one or tvo drinks a day is generally considered moderate. 

In suiniiftr; are suggesting that fol lowing a few simplf^ orinciples may 
r»duc« one's cancer risk. This easily can be done with a very varied and tasty 
diet* The general idea of keeping trim and eating ^ variety of foods low In 
fat and high In fiber can be done by almost anyone, without losing the wide 
culturai, ethnic or other variations In food preference. 

Mr. Chairman, I would like to caution that there ere things for which it 
would be premature to make a public recommendation, because there is insuffi*- 
dent sclent I f'o evidence on either benefit or safety. For example, do not 
now have a recoinmendation on el the.' fiber supplements or vitamin supplements 
to reduce cancer risk. The available evidence which shows protective effects 
Is based on association with foods that are high in fiber an(< rich in 
vitamins. Also, our recommendations are intended for persons who are healthy* 
Others should consult a physician before beginning any diet modification. 

This leads me to the final point I would like to make^^-that the National 
Cancer Institute Is continiing to build Its research effort on diet and 
cancer* We reed to learn ifore about how specific components of the diet 
eltner increase or decreaso the risk of cancer, and how they may interact* 

In addition to large programs in basic research and epidemiological 
research on nutrition and cancer, human cancer prevention trials are under way 
as part of our Cancer Prevention and Control Program* One area that shows 
great promise is called chemopreventlon* We are studying whether natural and 
synThetic agents- in pili or capsule form— can reduce the incidence of 
cancer* We have about two dozen ongo ng different cheniopreventl on studies 
of human populations right now* Among the compounds being tested are 
vitamin Aj synthetic retinoids wh'ch are derivatives of vitamin A; and a 
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precursor of vitamin A called beta-carotene. We also are studying vitamin 
C, vitamin E, vitamin B12 and the B vitamin folate, and the trace mineral, 
selenium* We know of ^evoral hundred compounds which may have some 
potential for cancer prevention, UC\ has started a systematic process of 
laboratory research to se which of these may merit being brought forward 
into human prevention trials. 

Our goat for chemoprevent ion research is to see if we can find ways to 
use these and other compounds to prevent cancer ir the population at targe 
or tj halt or reverse the development of cancer in people already exposed 
to cancer-causing agents. What we learn may help those people at high 
risk of cancer as welt as those with certain precancerous conditions. 

We also are conducting feasibility studies for two targe clinical 
trials to see if a very low-fat diet can prevent or retard br«ast cancer. 
3oth of these studies are looKing at the effects of diets with total 
calories made up of 20 percent or less fat. Mos1 Americans now consume 
about 40 percent of their calorlAS from fat. The level generally recom- 
mendeJ for cancer and hea* t disease prevention is 30 percent of calorie*, 
from fat. The 20 percent fat level in the studies is so low, in fir-^, 
that we also will be testing '*'he feasibility of staying on such diets. 

The first of these tow-fat diet studies Includes about ^2,000 healthy 
women at increased risk or breast cancer. The purpose of the study is to see 
If we can reduce breast cancer incidence among these high-risk women. This 
kind of controlled clinl<.al trial gives the most convincing type of evidence. 
The time from starting a low-fat diet to realizing the benefit atso can 
be tested in such a triut. 

The second study includes about 2,000 women who 2 .'eady have been treated 
for breast cancer. The purpose of th's study Is to see If low-*at diets can 
prevent localized cancer from recurring. 
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Mr. Chairman, that concludes my statement, I have described the back- 
ground that led the National Cancer Institute to nake dietary reconmenda- 
tions» listed those recommendations for you, and highlighted some of our 
Important cancer control research trials to learn even more about how 
diet can be modified to reduce the chances of getting cancer. I would 
be glad to answer any questions at th s time. 
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QOESTIONS ntOM SKNATOR GtASSLEY TO DR. GRKENWALD 



You Mntloned that the Cancer Institute began a Cancer Prevention Aware- 
ness Program snd that tbls effort vas, In effect, supported by the report 
done by th« Hatlonal Reaaarch Council In 1982. Let mt ask several questions 
sbottt tbls. 

Q. First, Is the Report In question the one entitled, Diet, Nutrition and 
Cancer? 



Q. Are you faalllar vlth the GAO Report I iientloned In my opening reaarks, 
the one that I and several other senators requested the GAO to do on 
the two Hatlonal Acadeay of Sciences reports Towara Healthful Diets 
(1980) and Diet . Nutrition and Cancer (1982)? 



A. 



Yes. 



A. 



Yes. 
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Q. Accordiof to tiM GAO, ntithar of tkMtt raporta was adopted MatiouAl 
McMdmf of SciancM poaitiont, and tha raporta tbarafora rapraaant tha 
opiniona of thair authoring froupt* Nov, I hop« I mm not gat ting too 
petty hara, tet I want to point thia out just for tha aaka of aaklng 
aura that thoaa vho raad your atattaant in our racord don't juap to 
thA conduaion that tha atudy to vhich you rafar aa aupporting tha 
Avaranaaa Prograi you aantionad vaa officially andoraad by wha National 
Acadaay of Sciancaa. It ia tha caaa, ia it not, or at laaat it ia 
atatad hy tha GkO, th«t tha National Aeadaay doaan*t uaually, «a a 
corporate antity, andoraa atudiaa. Tharafora, thay ara raally rcpra- 
aanting tha opiniona of tha groupa vhich author thaa. 

Q. Hould you agraa vlth thia aaaaaaaantT 

A. Aa pointad out by Dr. Prank Fraaa, Chairaan of tha National Raaaarch 

Council y National Acadawy of Sciancaa, in a la t tar to Scianca (Vol. 230, 
Dacaabar 20, 1985), to anaura accuracy, coaplatanaaa , and balance in 
intarpratation of aciantific data, arary national taaaarch Council 
report ia rerieved by apecifically appointed independent ecientific 
experte enu any profaeeiooal unit that ovareeee the work of the panel. 
A notice et the front of the Diet. Nutrition end Cancer Report etetae: 

The project that ie tha eu^ect of thle report vaa approved 
by tha Governing Boerd of the National Raeeerch Council, 
vhoaa aaabare ere dravn froa the Councile of tha National 
Acadaay of Sciencee, tha National Acadeay of Engineering, 
end tha Inetitute of Medicine. Tha aaabare of the coaait- 
tea reeponalble for tha report vara choeen for thair epeciel 
coapecencee and vlth regard for eppropriete belance. 

Thia report haa been raviaved by a group other than tha euthore 
eccording to procaduree approved by e taport Reviav CoMittea 
conaieting of aeabere of the National Acedeay of Sciencee, tha 
National Acadaay of Engineering, end the Inetitute of Medicine. 

Thua in ay opinion, thle ie en official Report of the Netional Raeeerch 
Council. Obviouely, eny report repreeente the opinione of the groupe 
vhich author it. 
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Q. The GAO Report said that Diet. Mutrltlon and Cancer , the report you men- 
tioned earlier aa aupportlng your Cancer Prevention Awareneaa effort, 
vaa criticised by "ao«e aclentlata for naklng reconaendatlons before 
atudlea have been undertaken to prove that dietary changea could reduce 
th« rlak of developing cancer: l,e« , proof of the reconeadatlon*a 
benefit a." 

Q* Mould you cowKnt? 

A. The nature of aclence la auch that there alwaya will be dlaagreesent 
about how such proof la needed to aake public health recoaaeadatlona. 
However, there la a very large and convincing body of reaearch evidence 
aupportlng the National Cancer Inatltute'a recoanendatlona related to 
diet and cancer. In addition to the thorough review of the evidence 
by the National Reaearch Council back In 1982, the National Cancer 
Inatltute h«a continued to aaaeaa accuaulatlng reaearch evidence on 
diet, nutrition and cancer. He feel the body of evidence aupports 
NCI*a recoraeodatlont. Theae reconendatlona are conalatent with the 
"dietary guldellnea for Aaerlcana" jointly publlahed In 1985 by the 
United Statea Departaent of Agriculture and the United Statea Departsent 
of Health and Buuan Servlcea. There nearly alwaya la the poaalblllty 
that new reaearch will change future thinking. However, current NCI 
reconendatlona are aound and prudent for the public to follow. 



Q. Would you couent on the three atateaents I quoted fron the GAO study's 
conclusion In uy opening remarks? These were: First, that "The aclen- 
tlflc evidence required before providing public dietary advice to reduce 
chronic dlaeaae rlak la a controveralal matter In the aclentlflc commu- 
nity." Second, that: "No atandard of aclentlflc evidence has been uni- 
veraally agreed upon for making public recommendatlona about dlet*a 
relatlonahlp to chronic dlaeaae rlak." And third, referring to both 
National Academy reporta on dleta. Toward Healthful Dleta and Diet, 
Nutrition, and Cancer , that: "A dlacuaalon of the different schools of 
thought shout public dletsry sdvlce would have provided a better context 
for policy makera aa they aaaeaa the laauea Involved." 

A. As noted In the answer to the prevloua queatlon, there nearly alwaya are 
some differences In Interpretstlon of aggregsted scientific evidence. 
Willie the scientific method hss s commonly understood genersl mesnlng, 
you sre correct that there Is no universally sgreed upon ^tsndsrd for 
reviewing resesrch or for msklng public reconendstlons whether whey 
be In diet, chronic diseases or many other sress. Itow^ver, some of the 
scientific llterst**re does sddress the question of how best to aggre- 
gste evidence. For exsmple, one method thst NCI used In reviewing the 
resesrch evidence wss to consider the "crlterls for csussllty" described 
In the 1982 Surgeon General's Report on The Heslth Consequences of 
Smoking . In this wsy, we felt s ressonsble judgment could be made 
about diet snd csncer. Just ss one hsd been made sbout the link between 
smoking snd dlsesse. The Dletj Nutrition snd Csncer snd previous 
Nstlonsl Acsdemy reports were not the only sources used In our sssess* 
ment. In fsct, the primary sources were reports of the orlginsl Inves* 
tlgstlons themselves. Certslnly, we feel thst s continued major 
resesch emphssls Is needed In the sres of diet snd csncer, but we also 
believe that the public hs^i s right to be Informed sbout our Interpre- 
tstlon of current evidence even while the resesrch continues. 
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Q« I want to B»k • last queation about a specific recoaaendation made in 
your atateaent. On page three you aty that "An individual should 
increaae the intake of fruits and vegetablea containing vitamin Ai 
vitamin C and beta-carotene." 

Now, in the Hew York Timca article I nencioned in ay opening remarks, 
dateu October 7, 198S, reporting on the effort of the National Academy 
of Sciencea to produce a reviaed aet of reccaaended dietary allowancea, 
it atatea that "Some of the nacion*a moat eminent acientista were in 
irreconcilable conflict over propoaala to alter the recomaended levels 
of certain viti»mina and mlnerala in the human diet." 

According to the Timea article, the draft report recommended reducing 
the allowancea for . . . vitaaina A, C and B6. Dr. Kurt laaelbacher 
waa quoted aa aaylng that the public might get confuaed if a panel of 
the Academy recommended higher levela of vitamins A and C in 1982, but 
not were to recommend lower levels. 

Is this sn example of whst I am driving at with theae questiona, namely, 
that there is some controversy here, rsther then the ironclad consenaus 
one would infer exists from your testimony? 

There ie slso an implication here that aomething night be recommended 
juat to keep from confuaing the public, rather than becauae acientific 
opinion on it baa now changed. 

Q. Would you comment? 

A. Questions sbout the Recomaended Dietsry Allowancea (KDA) are aore 

appropriately addreased to the National Acadeay of Sciencea. However, 
one of the iaauea waa whether attention in the RDA ahould ahould be 
given to chronic diaeaaea, including cancer, or juat to prevention of 
deficienciea aa traditionally defined. Thus the controversy, at leaat 
in part, pertained to whether chronic diaeaae concerns should be 
addreaaed by ROA rather than to the nature of the relationship 
between apccific nutrient a and apecific chronic diaeaaea. While we 
rsrely expect sn "ironclad" consenaua, benefits of fruits snd vegetablea 
in the diet are extremely well-aupported in the medical literature. 
The human cancer prevention triala aponsored by the National Cancer 
Inatitute and now in progress should give us better insight into poten- 
tisl benefits of specific vitsains and dose levela of these vitaains. 
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The Chairman. Mr Fink, let us turn to you. 
Mr. Fink. 'Diank you, Mr. Cnairman. 

I would like to respectfully request that any additional comments 
to the written text be included in the record. 
The Chairbcan. Without objection, we will do that. 
Mr. Fink. Thank you. 

On the written witness list, I am billed as being with the victors 
and friends of cancer. I am not a friend of cancer. It is the cancer 
victors and friends. 

The Chairbcan. I was wondering about that myself. It is friends 
of cancer victims? 

Mr. ¥isE. Yes, cancer victors and friends. 

The ChairimAN. Thank you 

Mr. Fink. My name is John Fink. I was an actor for 14 years, 
until 8 years ago, when our 2 year-old daughter was diagnosed as 
having a rare form of cancer. 

When doctors told us her prognosis was not ^ood, my wife and I 
did what many loving parents would do by looking at anything and 
everything that we could find which comd possibly help htT. Our 
daughter only lived 2 years longer, but we feel that the quality of 
her short lite was enhanced through the use of complementary 
therapies. 

During our search, we were surprised to find iP*:iny people with 
cancer alive and well, using natural methods — some, who had ad- 
vanced cancers and had been told by their doctors to go home ard 
get their affairs in order. Many of these people are still alive today. 

This discovery consumed us. For the past 5 years, my wife and I 
have helped hold together a group in Santa Barbara called ''the 
Cancer Victors," of around 100 members; it is made up of people 
with cancer, their families and friends. Thoes who have cancer are 
controlling it with nontoxic, primarily nut-itional methods, used 
exclusively or in coi\junction with conventional treatment. Our 
work is volunteered, and it constitutes most of my time. 

In 1982, I took several trips with two professional researchers, 
looking' at mcyor hospitals, clinics and physicians throughout the 
Unitecl States, Europe, and Mexico, doing work with complementa- 
ry therapies and investigated the newest avenues of health re- 
searcLy prevention and treatments of cancer and other degenera- 
tive diseases. 

I brought two extraordinary articles by Dr. Michael Lemer, one 
of the researchers, from "The Journal of the Institute for the Ad- 
vancement of Health," which summarize our findinffs, and I have 
copies of them with me and will make them available for anybody 
inten^ted. In short, although we found no "silver bullet" cures, we 
found people who were reversing or at least holding their cancers 
in remission through the use of these therapies. 

A % one outstanoing example, we were very impressed with the 
Bristol Cancer Help Centre in England, officially opened in 1988 by 
the Prince of Wales. The Centre's procpram emphasizes a change of 
lifestyle, nutrition, and stress control, which are often add^ to 
conventional treatments and enhance the patient's immune re- 
sponse and powers of self-healing. 

It made me sad to read, as I just did in the November issue, the 
current issue, of "Scientific American," Harvard statistician John 
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Cairn's article in which he said that of the more than 200,000 
American patients receiving chemotherapy, the number of patients 
being cured could not exceed more than a few percent, and that of 
the 400,000 deaths each year of cancer, adjuvant treatments now 
avert only perhaps 2 to 3 percent. 

Ab Prince Charles said while addressing the British Medical As- 
sociation: 

It is frightening how dependent upon drugs we are becoming and how easy it is 
for doctors to prescribe them as the universal panacea for all ills. Wonderful as 
many of them are, it should still be more widely stressed by doctors that the health 
of human beings is so often determined by their behavior, their food, and the nature 
of their environment 

In our group in Santa Barbara, we see cancer patients coming 
back month aftiT month who are keeping their cancer in remission 
by themselves using natural methods. Many of them are aged. It 
often requires an enormous determination, will and courage to 
follow a rigid diet and to do it alone, and their remissions seem 
anything but spontaneous. 

What is tragic is that some of these people have to leave this 
country to find doctors who will or can monitor and support their 
progress while using these therapies. 

I support groups like the International Association of Cancer 
Victors and Friends and the National Health Federation, because, 
among other reasons, they are some of the few organizations sup- 
plying this difQcult-to-get information about where one can go to 
get, for example, metabolic tiiierapies, diet therapies, immune 
therapies and help in mental imagery, to people seeking options, 
but this isn't enough. 

It is time now that every doctor in this country rpcognizes the 
impoitance of nutrition and the mind not only in preventing but in 
helping to overcome disease. 

There is now a wealth of scientific information establisning the 
link between nutrition and the cause of some miyor forms of 
cancer. Cliniccd practice is showing us that nutrition can be an im- 
portant complementary therapy. 

Congress is to be commended for encouraging in the seventies 
the National Ccmcer Institute to set up tiie Diet, Nutrition, and 
Cancer Program, and for the creation of the Dietaiy Goals Report. 
Now the Congress, you Senators, can further the cause of improved 
health by calling for new research using nutrition in the treatment 
of cancer. New methodologies will have to be structured for this 
clinical research. Dr. Lemer makes some wonderful suggestions on 
what this research might look for in his second article. It can be 
done. Thank you. 

The Chairman. Thank you, Mr. Fink. We appreciate your testi- 
mony. You have traveled all over the world in your quest to try 
and do something about this, and we appreciate it, and we really 
appreciate having you here. 

[The prepared statement of Mr. Fink follows:]. 
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STATEMENT BY JOHN FINK 



Hy name is John Fink. I was an actor £o7' fourteen years 
vntil eight Vears ago vhen our two year old daughter was 
diagnosed .is having a rare form of cancer. When doctors 
told us her prognosis was not good, my wife and I did what 
oany loving parents would do by looking at an/thing and 
everything which we could find that could possibly help 
her. Our daughter only lived two years longer » but we 
feel that the quality of her short life was enhanced through 
the use of complimentary treatments. 

During our search we were surprised to fird miany people with 
cancer alive and well using natural methods, some who had 
advanced cancers and had been told by their doctors to go 
home and get their affairs in order. Many of these people 
art still alive today. This discovery conaumned me. For the 
past five years I have helped hold together a group in Santa 
Barbara called The Cancer Victors of around one hundred 
members made up of people with cancer, their families, and 
friends. Those who have cancer are controlling it with non- 
toxic, primarily nutritional methods used exclusively or in 
conjunction with conventional treatments. My work is volunteerd 
and constitutes most of my *'ime. 





117 



In 1982 I Cook several crips wich professional researchers 
looking ac major hospicals» clinics » and physicians chroughouc 
Che Uniced Scaces, Europe, and Mexico doing work wich conplimencary 
cherapies and invescigaced che newesc avenues of healch research, 
prevention, and creadnents of cancer and ocher degeneracive diaeases. 
I have broughctwo arcicles by Dr. Michael Lemer, one of che 
researchera, from che Journal che Inscicuce for che Advancemenc 
of Healch %rhich decail our findings and will make chem available 
for anyone inceresced. In shore, alchough we found no silver bullec 
cures, we found people who were reversing or ac lease holding cheir 
cancers in remission chrough che i.se of chese Cherapies. As one 
example, we v:ere very impressed wich che BrisCol Cancer Help 
Cencre in England, officially opened by Prince Charles. The 
Cencre's program emphasizes a change of life scyle, nucricion, 
and scress concrol which ofcen are added Co convencional creacmencs 
and enhance che paciencs immune response and powers of self -healing. 

Ic made me sad Co read as I Jusc did in che November issue of 
Sciencific American Harvard scaciscician John Cairn's arcicle 
in viiich he said chac of che more chan cwo. hundred chousand 
American paciencs receiving chemochernpy , che number of pacienCs 
being cured could noc exceed more chan a few percenc. As Prince 
Charles said while addressing che Bricish Medical Associacion, 
quoCe« *'lc is frighcening how dependenc upon drugs we are becoming 
and how easy ic is for doccors to prescite chem as che universal 
panecea for all ills. Wonderful as many of chem are, ic should 
scill be more widely scressed by docCors chac che healch of human 
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b«ingi it 10 often determined by their behaviour, their £ood» 
and the nature of their environment**, end of quote. 

In our group in Santa Barbara we lee ca. cer patients coming back 
month after aK>nth who are keeping their cancer in remi«aion , 
themselvea uaing natural meant. Kany of them are agei. It often 
require! an enomoua determination, vill, and courage to follow 
a rigid diet and do it alone and their remiaaiona aeem anything 
but "apont&neous". Vftiat it tragic it that some of these people have 
to leave this country to find doctors who will or can jnitor and 
support their progress while using thase therapies 

I support groups like The International Association of Cancer 
Victors and Friends and the National Health Federation because 
they are some of the few organizations supplying difficult to get tnfonDBdan 
to people seeking options, but this is not enough. It is time that 
every doctor in this country recognizes the importance of nutrition 
and the mind not only in preventing but in helping to overcoi e 
disease. There is now a wealth of scientific information estabX^shif-^ 
the link between nutrition and the cause of some major forms of 
cancer. Clinical practice is sho%fing us that nutrition can be an 
important complimentary therapy. 

Oongress Is to be riiiiiMnVMl for encouraging in the 70 *s ' e National 
Cancer Institute to set -ip the Diet Nutrition and Cancer Program, 
and for the creation of the Dietary Goals Report. Now the Or agrees 
can further the cause of improved health by calling for new research 
using nutrition in the treatment of cancer. Thank you. 
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The Chairbcan. We have a rollcall vote. I think. Dr. Alabaster, 
that I had better go make that vote, come right back, because I 
know we would have to interrupt you in the middle of your testi- 
mony. And then we will have just a couple of questions for each of 
you. If it is inconvenient for any of you, we would understand, if 
you need to leave. Dr. Greenwald— or can you wait? 

Dr. Grbnwald. I will wait, yes. 

The CHAnucAN. OK. Then we will recess for iust a few minutes 
so I can run over and vote, and I wiU come back as soon as I can. 
HRecess.] 

The Chairman. If we could have order. I apologize to you, but 
when I got there, I found out we had a back-to-back vote, so I 
stayed, and tiien I got waylaid on the way over by a television 
camera, too. 

So, Dr. Alabaster, we will tiim to you. We note your excellent 
book, and we look forward to hearing a little more about it. 
Dr. Alabaster. Thank you. 

Fhrst, I would like to tnank the committee for inviting me to tlus 
hearing. 

There is nothing new about disease prevention. One hundred 

J ears ago in Western countries, about half the population was dead 
efore the age of 40. This youthftil mortality has now fallen to 
about 3 percent, very largely as a result of baisic preventive meas- 
ures such as better hygiene, better sanitation, ana widespread vac- 
cinations. 

In middle-age, ^about four out of five deaths are now due to 
cancer, heart disease or stroke, with deatiis from cancer almost 
equaling those from heart disease. Again, prevention offers the 
great^ hope to reduce this mortality, and changes in the Ameri- 
can diet appear to be of critical importance. 

Best scientific estimates are that about 80 percent of cancers xre 
caused by environmental factors, which means that cancer is po- 
tentially preventable disease. There is also evidence that 60 per- 
cent of cancer in women and 40 percent of cancer in men is due to 
a bad diet. 

Yet, as I explain in my book, "What you Can Do to Prevent 
Cancer,'' we can now reduce our cancer risk by at least 70 percent 
if we stop smoking, adopt a cancer prevention diet, and reduce our 
exposure to known risk factors. 

The American Cancer Society now estimates that about one in 
three Americans will eventually develop cancer, which means that 
of the 230 million Americans auve today, approximately 70 million 
will be affected. Of ti^ese about 25 million cases could be prevented 
by relatively simple changes in the national diet and another 26 
million cases or so could also be prevented by the elimination of 
tobacco. 

Althoiigh nearly every American family will be touched in some 
way by this dreaded disease, few of us understand what we can do 
to prevent cancer. 

Much of our present understanding of the importance of Jiet has 
come from studies of cancer risks in different countries around the 
world. For example, in Japan, which has a lowfat diet, breast 
cancer is rare; yet, when Japanese migrants to the United States 
adopt American dietary habits, their breast cancer rate increases 
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to that of native Americans within one generation. This implies 
that the origin of cancer is environmental rather than genetic. 

This is not unique to breast cancer. Similar examples can also be 
found for most common cancers, including those of the colon and 
prostate. 

Another type of study recently conducted, in Finland revealed 
that people with low levels of vitamin E and selenium in their 
blood have 11 tunes the cancer risk. Studies such as this raise the 
question of whether certain vitamin and mineral supplements 
could be used to reduce our risk of cancer. 

Although cancer usually takes many years to develop, the effect 
of dietary factors is actually in the late stage of the carcinogenic 
process, so that a cancer prevention diet will produce health bene- 
titoquite rapidly 

Whaty then, are the most important dietary changes? First, we 
must understand that the typical foods we choose each day contain 
both cancercausing substances and cancer-preventing substances. 
We must therefore shift the balance of our diet in favor of foods 
that are rich in cancer-preventing nutrients. Examples of potential 
anticancer nutrients are: beta-carotene, or vitamin A, vitamin C, 
vitamin E, selenium, and possibly folic acid and calcium. In addi- 
tion, it has been found that the amount of fat and indigestible fiber 
in our diet influences our risk of getting certain cancers. We should 
therefore halve our fat int^Jce to about 20 percent of total calories 
and increase our intake of high-iiber, whole-grain cereals, fruits 
and vegetables, particularly beta-carotene-rich vegetables, like car- 
rots and squash, and the so-called cruciferous vegetables, like broc- 
coli, cauliflower, and brussels sprouts. 

Apart from a low-fat, high-nber diet, we must remember that 
certain food additives such as nitrites can be converted by the body 
IZiCo carcinogens, so we should learn to reduce our exposure to 
them. 

Methods of food preparation are important. Barbecuing and 
smoke-curing can cause carcinogens to form in food, so alternative 
methods of cooking should usually be employed. Alcohol should 
also be consumed in moderation. 

These dietary recommendations are basically consistent with 
those of the National Cancer Institute and the American Cancer 
Society. But what i« of special interest is that additional support 
for these reconunendations is also derived from studies v'^f Mormons 
and Seventh Day Adventists who follow diets that are closer to a 
cancer prevention "^iot and who have less cancer and heart disease 
than would otherwise Se expected. 

Nevertheless, whate\er the limits of our current kn'/<vledge, 
there is compelling evidence that the dietary modifications which 
would reduce our risk of cancer would also r^'duce our risk of heart 
disease and stroke, the other miyor killer diseases. 

If the right dietary changes were achieved, and if we eliminated 
smoking, we could expect to see about a 70 percent reduction in 
cancer risk, roughly a 60 percent reduction in heart disease risk, 
and a substantial iWuction in the risk of stroke, the three mt^or 
killer diseases that will otherwise remain mostly incurable into the 
next century. 
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It therefore seems to me that we should adopt a farsighted view 
and vigorously support the establishment of disease prevention pro- 
grams that will not only reduce human misery, but also substan- 
tially reduce the enormous future costs of medical care. 

I would be delighted to answer any questions. 

The Chairbcan. Thank you so much. 

[The prepared statement of Dr. Alabaster follows:] 
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THE PREVENTION OF CANCER 
SHIFTING THE BALANCE OF THE AMERICAN DIET 



PREPARED STATEMENT OF XIVER ALABASTER. M.O. 
BEFURE THE SENATE CONMIHEE ON LABOR AND HUMAN RESOURCES 
NOVEMBER 13. 1985 



THIS STATEMENT IS PARTLY CONDENSED FROM MY RECENT BOOK 

WHAT YOU CAN DO TO PREVENT CANCER 

Simon and Scpuster/ Copyright 1985 



Oliver Alabaster^ M.D. 
Associate Professor of medicine 
DiREaoR of Cancer Research 
George Washington University 
Washington DX. 20037 
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THE PREVENTION OF CANCER 



Shifting th« B«Ufic« of tli« AH«r1c«n Ol«t 



It It •■t1nat«d that 60-901 of c«nc«ri art cauitd by 
anv1ronn«nta1 factori» which ■•am that canctr la a potentially 
provontablo diaoaao. In fact* «• con mon rodvco o«r cancor rfak 
by at loaat 70S if «• atop aROklngi adopt a cancor pravantlon 
d1«t» and roduco our oxpoauro to known riak factora in ovr dally 
llvoa. 

Tho Anorlcan Cancor Socloty no* oatlnotoa that ainoat ono in 
throo Aaorlcona vlll ovontually dovolop cancori which noana that of 
tho 230 nllllon Anorlcana ollvo today» approxinatoly 70 nllllon 
vlll bo affoctod. Of thoao* opproxfaatoly 25 aflllon caaoa could 
bo provonto4 by rolotlvoly alaplo cbangoa in tbo national diot* and 
•notbor 25 Billion caaoa conltf bo provonto4 by tbo ollalnotfon of 
tobncco. 

Cancor la aocond only to hoart diaoaao aa a cauao of doath In 
tho Unltod Statoa. Hovovor* In tho ocononlcally producti vo ago 
group of 25 - 65* cancor cauaoa ainott aa nany doath a aa hoart 
diaoaao. Noorly ovory Anorlcan foally vlll bo touchod In aona way 
by thia droodod diaoaao* yot fo* of ua undoratand what vo can do to 
provont cancor. 

Fortunatolyi thoro la ovidonco thot diotary factora Influonco 
tho lato atagoa of tho carclnogonic prccoaai which noana that 
diotary changoa vlll produco bonoflta quito rapidly. It la thua 
novor too oorly to noko diotary changoai and It la alao novor too 
latol Suroly* vo all havo a roaponalblllty to oducato tho public* 
and to urgo tho food Induatry to narkot fooda that aro conalatont 
vlth public hoalth. 

To put tho problon into porapoctlvoi tho knovn cauaos of cancor 
aro aunnarlzod In Tablo 1. Tho rango of porcontigoa roproaont tho 
boat aclontlfic oatlnatoa of tho contribution nado by varloua risk 
factora to concor doatha. 



Toblo 1 



CANCER RISK FACTORS 



PERCENTA6E OF CANCER DEATHS 



Olot 
Socking 

Horaonal Statns 
Infection 
Occnpotfon 
Pollution 

Ratflotlon oxpoauro 
Alcokol oxcoao 
Horodfty 

Soxnol bohavlour 
Oroga 

Coogrophfc onvlronaont 



40 - 60S 
25 - 35S 
Ob out 6S 

1 - lOS 

2 - as 

1 - 5S 

2 - 4S 
2 - 4S 
1 - 3S 

obout IS 



loaa thon IS 
vorlablo 
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CARCINOGENESIS 



H 



Do«t Canc«r D«v«1opY 



S1nc« tbout half of all canc«r It r«Ut«d to th« prts«nc« of 
dUtary carcinogens* Insufficient dietary antlcarclnogens and too 
■ uch fat In the diet* and since the rest Is nostly due to the 
presence of envlronaental chealcals {tobacco snokel) that are taken 
In by thz body* It Is vorthvhlle to consider briefly ho* these 
substances are responsible for the Induction of cancer. The process 
of Inducing cancer Is called carcleogenesls. Because carcinogenesis 
takes a long t1ne» cancers are nore connon in older people and In 
older aniaals. In terns of the aging American population* ve can 
therefore expect cancer to steadily increase in the coming decades 
- unless we find a vay to put our present knovledqe about cancer 
prevention into practice. 



This usually involves the interaction of cancer-causing chenlcals 
<the carcinogens) vith the nost Important part of the cell which Is 
known as the DNA. 

Damage to the DNA that Is not severe enough to destroy the cell* 
may change its 'Identtty'* and that of daughter cells as veil. For 
this DNA damage to occur* most carcinogens need to be present for a 
long time. Alternatively* cell division may occur before the cell 
has had vime to repair the damaged DNA. 

Because carcinogens are often unstable substances* It Is more 
common for a carcinogen to be made vlthln the body* by the body 
<tse1f. What happens is this. A toxic chemical such as aflatoxlo 81 
which Is found In moldy nuts and corn* Is normally broken down or 
detoxified by an organ such as the liver. During this process* It Is 
converted into the active carcinogen. This means that chemicals* or 
for that matter dietary constituents* vhlch cannot cause cancer 
directly* may be converted Into carcinogens in the booy. If the body 
has no way to *»reak down the carcinogen or excrete It* It «111 
persist for a long time causing damage to the DNA of cells exposed to 
It. If It Is removed from the body falrl/ quickly* but Is replaced 
by regular exposure of the body to the parent chemical* the effect 
Mill be equivalent. 

Although carcinogens that damage DNA are knovn as muta0ens* not 
all mutagens are carcinogens. Mutagens that liltlate the 
carcinogenic process are called Initiators. These Initiators 
prepare the way for the next step In the carcinogenic process. 



This stage is poorly understood even by the experts. The agents 
In volved In th Is type of carcinogenesis are called prcmotors. 
These promotors affect the process by vhlch primitive cells become 
more specialised (this Is called differentiation)* 



Tke Early Stages of Carcfnogenosis 



The Latm Stage 
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tnd thty tito tncouragt ctllt to Multiply. Son« icUntlits b«11«v« 
thftt proaotors •ncourag* th« •xpr«ii1on of all th« DNA danag« that 
d«v«1op«d during th« E«r1y $t«g«, Th« lapllcatloni of this ar« 
cltar. If «• could r«BOv« th« tarly >tag« Initiators froa our 
•nv1rona«nt# «• would aottly protect young p«op1«f but If v« could 
r«B0v< th« 1at« itag« proaotort froa th« •nv1rona«nt# v* cou'^d 
protect tvcryono^ 

All th« •xp«rlB«nt»1 tvldtnc* to far >ugg«>t> that 4l«t aoitly 
tffacti tli« 1«t« st«9«i of c«rc1«egM«t1t. Vhat 1i iurpr1i1n<; 
though* It that apparently noraal dietary conitltuenti have actually 
been ihoir n to Increeie or lover the Inc Idence of certain cancers 
Initiated by expoiur* to known carcinogens. The lapllcatlons of 
this observation are far reaching. 

Without even knowing the detailed chealcel coaposltlon of the 
diet* direct evidence has been found that links obesity with cancer 
In both tnlaels end aan. When laboratory aniaals ere fed 
unrestricted diets they becoae sore obese than their wild 
counterparts* These obese anlaale* however* do not only suffer the 
Indignity of being overweight* they ectuelly have a auch higher 
chance of developing 'spontaneous* cencers. Correlations of this 
kind have also been aade with huaan cancer which will be discussed 
In aore datall later. But there Is an ''%cou reging part to this 
story. When laboratory enlaals were placed on a restricted diet and 
lost weight* becoaing like their counterparts In the wlVd* their 
'spontaneous* cancer rate dropped to very l^w levels. 



Diet Is responsible for about half of all cancer* and saoking 
for ebout one third* but It Is not going to be easy to 1<*^nt1fy all 
the dietary factors thet should be Included or excluded. 

In the past* d1et*re1eted diseases were discovered by astute 
observers noticing that one or aore nutrients were alsslng. The 
aost faaouf exaaple Is the disease known es scurvy which Is caused 
by e lack of vlteain C. The success of this discovery then led to 
an epproech to diet research which concentrated only on defining 
nutrient requlreaents In teras of the effects of deficiencies. 
These studies were first done In aniaals and then In huaan 
volunteers. However* It Is laportant to reaeaber thet d1et*re1ated 
cancer cen be ceused by either a reletlve leek of entlcercCnogens or 
a reletlve excess of dietery carcinogens* end that the process aay 
take aeny years to occur. Scurvy* on the other hand* Involves only 
one essential nutrient whose leek Is aenlfested within three aonths. 

After years of studying diet In teras of def 1c*encles* 
scientists have recently coae to realise soaething of laaense 
lapjrtancei dfsaases caa erisa fro« en ebeadent end e^perently 
noraal diat* consiaad over aeny yearsl This realization has 
enoraous lapllcetlons for the control of both cencer end heart 
diseese. 



Olatery Carclaogeaa end Aatlcarclaogeas 
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Th« nost obvious 111-«ff«':t of • *nornal* d1«t It usually 
ob«s1ty* This Is caused In th« vast Majority of cas«s by an 
•xc«ss1v« ca1or1« 1ntak«» particularly If this also occurred In 
childhood. Th« harmful •ff^cts of ob«sUy hav« b««n obvious both 

■ •dically and socially for many y«ars» and I hav« already ■•ntlontd 
that ob«s1ty carries with It a higher risk of certain canc«rs. 
Oth«r f11-«ff«cts of a noraal d1«t aay not b« as obvious. But It 
has taktn us nany y«ars to r«a11s« that certain vltanlns and nost 

■ 1n«ra1s* though vital In proper anountst can b« toxic «h«n tattn 
In MCtss. This Is b«caus« It Is nuch tasltr to s«« ob«s1ty than 
■Intral or vltanin toxicity. N«v«rth«1«ssf both th«s« dietary 
probltns Manifest th«ns«1v«s fairly qulcklyt usually within a Uw 
■onths; Inag1n« how nuch nor* difficult It Is to find d1«tary 
factors 'that product gradualt Insidious ^ff«cts ov«r Many y«ars. 
This Is th« natur* of d1«tary canc«r. 

Now «• fact a situation In which w« hav« to consider th« foods 
w« tat In ttrns of th« balanct or f«ba1«nc« of canc«r causing 
carcinogens <Tab1« 2) and canc«r protecting nutrients <Tab1« 3) 
such as b«ta-carot«n«f vitamin Ct or s«1«n1um. C1«ar1y* w« must 
shift this balance- In our favor. But how can w« Identify which 
nutrients art most protective and which are most carcinogenic? 

Tekle 2 

EXANPLES OF FOODS THAT CONTAIN NATURAL CARCINOGENS 



BLACK PEPPER NUSHROONS CELERY PARSNIPS 

FI6S PARSLEY SASSAFRAS OIL BERQANOT OIL 

NOLDY FOOD TROUT LETTUCE HERB TEAS 

COFFEE TEA COCOA POVDER NUSTARD SEED 

FAVA BEANS NUSTARD OIL HORSERADISH ALFALFA SPROUTS 

COTTONSEED OIL KAPOK OIL OKRA OIL HONEY 



Already evidence has been found which strongly suggests that 
vitamin A deficiency can Increase the risk of cancer of the lung* 
bladder* and larynx In humans; and Increase the risk of cancer 
Induced In animals by known carcinogens. Conversely* Increasing the 
Intake of vitamin A or beta-carotene can Inhibit the action of these 
carcinogens In laboratory animals. Other studies have shown that 

Table 3 

POSSIBLE CANCC^ PREVENTIN6 AQENTS 

B«te*cerotene <v1tem1ii A) 

Vitamin C 

Vitamin E 

Folic acid 

Selenlem 

Calclem 

Fiber 
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vltanin C can r«duc« th« probabMlty of d«v«1op1ng itomach and 
•iophag«a1 canc«r In huiians* and this canc«r*1nhfb1t1ng •ff^ct 
has also b««n supported by txptrlmtntal s^ud1«s in th« 
laboratory. R«c«nt1y« a najor study In Finland 'las r«v«£l«d that 
poopio Mho hav« lov 1«v«1s of vltanln E and s«1«n1un In th«1r 
blood* havo 11 tinos tho cancor riski 

Tho relationship botv^on diot and cancor has boon studlod in 
tho laboratory by obsorving whothor suspoptod substancos can 
■utato bactoria (danago bactorla^ ONA)« or vhothor thoy can 
transform nornal colls Into cancor colls. Aninal studios thon 
follow which roquiro that tho suspoctod carclnogon bo givon in 
largo anounts to accolorato tho dovolopnont of cancor. 

Obviously* a laboratory tost that took twonty yoars to 
produco an answor (tho tino nany hunan cancors c\n tako to 
dovolop) would bo usoloss* so a rapid tost is doslrablo. 
Unfortunatoly, its vory rapidity Units its usofulnovs ts a 
prodlctor of cancor m hunans. 

High doses of carcinogens nay have very different effects 
fron low dO'«s spread over nany years* waking Interpretation of 
data very uncertain. Such laboratory tests are also United 
because th«y Ignore the way the body reacts to the subst*«nce* and 
whether the presence of othor sofestancos In the diet could 
influence the final effect. And after all this* we are stni 
left wondering whether a carcinogen ^hlch can give rats cancer* 
can also cause cancer m hunans. The ultlnate experlnent that 
would prove beyond doubt that a substance can cause cancer in 
hunans cannot be done for obvious reasons* so we are always left 
with an elenent of uncertainty. Nevertheless* cycUnate* an 
artificial sweetener that can cause bladder cancer in rats* has 
been renoved fron the Anerlcan narket. Yet* nany other potential 
carcinogens renain in our dally diet* and these nust be 
Identified and ellnlnated. 

Another approach to the study of dietary factors and 
carcinogenesis has been •^Idoafologfcal. This involves t^ e 
study of dietary and disease patterns in large nunbers of people. 
The advantage of this api^roach Is that It evolds the problens 
Inherent in extrapolating experlnental evidence from aninals to 
huwans. Furthernore* these studies often provide very useful 
d 1 roc t Ions for more specific research p rejects. It Is 
unnecessary to go Into detail as to how these studies are usually 
designed «nd conducted but* as you can Ineglne* the accurate 
■easurewent of food Intake is of fundanental Inportance. In 
practice* this Is easier said than done. 

General infornatlon on food Intake for a whole country Is 
obtained by Measuring the rate of disappearance of food that has 
been produced or Imported* ard by Measuring the amount of 
different food products that stock each household. At a personal 
level* people «re asked to describe as accurately as possible 
what they tte during the previous week* nonth* or yean perhaps 
even what their diet consisted of In childhood! The data from 
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th«s« itud1«i art th«n •vtragtd for •ach population group* or 
roglon* to •nabU coaparltont to b« aad*. What has b««R found Is 
fundaatntal to our pr«t«nt understanding of d1«t and canc«r. 

Son« associations b«t«Mn d1«t and canc«r that hav« •■•rg«d from 
1«t«ra«t1on«1 studies hav« not always b««n conf1rn«d by studies 
vltliln ••ch country. This Is usually b«caus« d1ff«r«nc«s In d1«t 
b«t«««n regions within a country ar« nuch 1«ss th«n th« d1ff«r«nc«s 
bttvotn th« countries th«ni«1v«s. How«v«r* slnc« studies of migrant 
populations hav« shown that canc«r Is predominantly d1«t-r«1at«d and 
not g on otic* th«s« Intornatlon a1 studies provide v«ry strong 
ovidonco to support spmcif 1c d1«tary factors as b«1ng responsible 
for many types of cancor* In other words* f allu re to confirm an 
International study by one thet Is conducted within e country* is 
not an adequ ete reason to Ignore the conclusions of the 
international study* This Is Justified because present dietary 
recommendations* unlike speculative me^lcel treatment* are unlikely 
to produce more harmful consequences then the dietary anarchy that 
currently exists* and which many of us take for granted* 

This approech is strongly supported by the dietary modifications 
that have been successfully made by religious communities such as 
the Seventh*Day Adventlsts end the Mormons. In both these 
communities* tflmtary mo41f1cat1oas thet were forteltously simller 
to tbe latest tcfentlflc raeommeatf etiomm that for* the basis of e 
cencer ^r«veat1oa 4i9t ^rogrem* have ssbstestlally reduced the rliic 
of csscer aad beert disease v^^.bost evIdMce of harmful effects of 
•ay klad* 

VHAT IS YOUR CANCEA RISKt 

It Is Impossible to give you precise statistical odds on your 
chances of developing cancer. What Is possible Is to give you a 
good Idee of the scope of the cancsr problem* and to discuss the 
known risk factors In a way that should help you to minimise your 
own risk of acquiring this frightening disease. 

According to the best available estimates* about 4 million 
people die each year from cancer* wor'idwide* In the United Stetes* 
cancer causes about 20S of all deeths* and this percentage 
Inevitably rises as the overage age Increases. However* when the 
Influence of Increasing ege and population growth Is excluded* there 
Is no evidence to suggest that deaths from cancer are Increasing* 
with the exception of cancer of the lung which continues to Increase 
et an alarming rate* 

In 1983* the predlcteo Incidence Cnuf^ber of r.ew cases] of cancer 
In the United States wes 955*000* with an additional Incidence of 
4^0*000 cases of treatable* non-melenoma skin cancer. About 455*000 
cancer deeths were also anticipated* despite access to the world's 
most costly and sophisticated health-care system. 

Apart from non-melanoma skin cancer* about TOK of cancers arise 
In the digestive organs Ccolon* rectum* pancreas and stomach* liver* 



ERIC 



133 . . 



ISO 



•tophftou«]} th« respiratory tytt«ni Clungi Urynx]} th« Dr«aits 
Cin vOB«n]| and th« g«n1ta1 organs Cutorusf ovary* prostato* 
tostis]. 

To holp you to understand tho posslblo Influonco tho wajor 
risk factors nay havo In your llfot lot us rovlov thon In noro 
dotalL 



. all spoclosf Including tho hunan spoclost tho risk of 
cancor Incroasts vlth ago* This Is bocauso nany of tho chonlcals 
in our diot or our onvlroni-iont tako a long tlao to Induco tho 
cancorouo changost and bocauso tho aoro froquontly colls dlvldo* 
tho grootor tho llkllhood that a caicorous chango vlll occur* 
Although for aost huaan cancorst tho Incldonco Incroaoos with 
ago» thoro aro a fo« spoclfic cancors of childhood vhoro that 
trond 10 not ovidont* Novortholoot* studios f ron tho National 
Cancor Institute havo doaonstrotod that for ovory fivo yoars of 
11f*» thoro Is a doubling of tho risk of cancor* 

If «o consider tho Influence of saoking on cancer risk* the 
effect of tiae is veil llluetrated* For aen between the ages of 
55-64* the death rate froa lung cancer 1e five tiaes higher If 
they started saoking before the age of 15 than If they started 
after the age of 25 - aseuaing the saae dally cigarette 
consuaptlon. To an extent the reverse Is also true* If you stop 
saok Ing* there Is a prog resslve decline In you r risk of lung 
cancer* but It takes 15 years before the risk Is equivalent to 
that of e non saokerl 

Age Is therefore not a direct cause of canceri but rather It 
provides the tiae required for envlronaental factors to do their 
iforet. 



he National Acadeay of Sciences* the National Cancer 
Institute* and the Aaerlcan Cancer Society have now recognised 
the laportance of diet ae a aajor cauee of cancer In the United 
States* It 1e estlaated that as auch as iOS of cencer fa voaee 
aatf 401 of ceacer fa aoo to ceeeo4 41otary factore* It has 
also been estlaated that at leaet 35S of all cancer In the United 
States could be ellalnated by slaple changes In the nation's diet 
- i %1ng our current knowledge of wietary riek factors* 

Soae aspects of diet have already been diecussed* Howeverf 
factors which are of critical laportance Include the aaount of 
dietary fati the aaount of dietary fiberi contaalnatlon of soae 
foods with aolds such as aflatoxini the presence of certain food 
addltlveei the aaount of certain vegetables and fruit In your 
dieti your intake of vltaalne A, c* E* and eelenluai and the 
right aethods of food preparation* 

Although It Is difficult to obtain a consensus on a subject 
as sensitive as the nation's diet* and because economic Interests 
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sOM«tlB«s thr«at«n to distort rational d«bat«* It Is •ss«Rt1a1 that 
• v«ryon« b« glvtn th« opportunity to understand th« scientific 
•v1d«nc«» and to choos« for th«BS«1v«s« 

Details of my canctr pr«v«*t1on d1«t prograa ar« pr«s«nt«d In ay 
book VHAT YOU CAN 00 TO PREVENT CANCER (Sfaon and Schvst«r» 1965)« 
This ditt Is d«sl9n«d to h«1p p«op1« aak* th« right food choices* and 
to Incroasr thoir diotary fibor Intake vhllo reducing thoir fat 
consuBptlon to 20X of calorlos - Instoad of tho 45X fat calo :«s that 
Is typical of tho curront Aaorlcan dlotl 

Finally* vhatovor tho llaltatlons of our curront knovlodgt* It 
apptars tkat tko 41«tary ■otflflcatlons tkat «111 ro^vco tho risk of 
caKCor ar« fvntf aaontally tko saao as tlioso tkat would also r«d«c« o«r 
risk of koart tflsoaso and stroko - tko otkor ■ajor klllor d1s««»«s« 



Cigarotto saoking Is tko Bajor sUglo cavso of 4«ath froa cancer 
In tha Unltad Statas. About 30X of tha daaths froa cancar could ba 
pravantad If tobacco vara un avail abla. Instaad* 129*000 Aaarlcans 
win dia unnacassarlly of cancar thU yaar bacausa of saoking* Ara 
not thas* daaths a national rasponslblllt/f 

Saoking Is diractly rasponslbia for 85X of lung cancar daaths* 
50**70]l of daaths froa oral and laryngaal cancar* aora than SOX of 
daaths froa asophagaal cancar* 30*40X of daaths froa bladdar and 
kidnay cancar* abdut S0% of daaths froa pancraatic cancar* and a 
significant nuabar of daaths froa cancar of tha stoaach and carvlxl 

Sinca 1910* tha annual cigaratta production In tha Unltad Statas 
has Incraasad froa 4 billion to 600 billion* bringing v Ith It huaan 
tragady on a grand scala* Dasplta nuaarous scU^tlflc studlas In aany 
countrlas which hava conflraad that cigaratta sacking Is a aajor causa 
of'praaatura disability* disaasa* and daath* our taxas contlnua to 
subsldlxa tha tobacco Industry - and paopla contlnua to saoka* 

Apart froa cancar* saoking Is also a aajor causa of prawatura 
daaths froa haart attacks. Tha rasult of coablning all tha haalth 
hazards of saoking Is that a 25 yaar old aala who saokas 15 cigarattas 
a day can axpact to losa fiva and ona*ha1f y^ars of llfal And tha 
aora you saoka* tha graatar tha risk* 



If cancar Incldanca Is axaalnad an i<«tarnat1ona1 basis* thara 
Is a raaarkabia variation In th* fraquancy with which diffarant 
cancars occur* For axaap^*; tn countrlas with a high Intaka of 
diatary fat* thara Is usually a highar incldanca of cancars of tha 
braast* colon* ractua* pancraas* utarus* prostata* and ovary* 

Hhan paopla algratad froa Japan which has a low fat Intaka* to 
Hawaii which has a auch highar fat Intaka* tha pattarn of cancar of 
tha braast* colon* and stoaach In thasa algrants rasaablad that of tha 
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1nd1g«noui population vlthln on« or tvo g«n«rat1oni. Intrlgulngly* 
■tudlta of firat g«nar^t1on» for«1gn*born n^granta to tha Unltad 
Stataa hava ravaalad that during thair llfatlaa^ atomach cancar 
■ ortallty la conalatant vlth tha country of origin* whila larga boval 
cancar Mortality raflactad tha ccuntry of daatlnatloni 

Such tranda hava not only boan aaan anong tha Japanaaa nlgranta to 
Havalf* but thay hava alao baan aaan aaong Europaana who nlgratad to 
tha Unltad Statoa and Canada. 

Tabla 4 aunnarlaaa tha diffaroncaa In cancar daath rataa In 
varioua countrloa around tha world. Countrlaa ara rankad In ordar of 
ao«-adJuatad doath rataa froa all cancara par 100»000 population biaad 
upon Information nada avallabia In 1976*1977. 



Mo atatlatica ara avallabia fron China or tha Sovlat Union. 
But It la thought that tha incldanca of cancar In China la quita 
low conparad to Waatorn countrlaa. 



TabU 4 



INTERNATIONAL CANCER DEATHS 



Malaa 



F 




Uri juay 

Scotland 

Balglun 

Natharlanda 

Hungary 

Franca 

England I Wa'.«a 
Au atria 
Waat Garnany 
Singapora 
SwUzarland 
Don nark 

Northarn Iraland 

Hong Kong 

Iraland 

Naw Zaaland 

Unltad Stataa 

Poland 

Argentina 

Eaat Garnany 

Can ad a 

Auatralla 

Chlla 

S w a d an 

Spain 

Norway 

Japan 

Graoca 

Malta 

laraal 



Uruguay 
Dannark 
Scotland 
Hungary 
Iraland 

England 4 Walaa 
Auatria 
Vaat Garnany 
Chlla 

Naw Zaaland 

Northarn Iraland 

Bclguin 

Natharlanda 

laraal 

Swadan 

Coata Rica 

Icaland 

Argantlna 

Unltad Stataa 

Canada 

Switzarland 

Eaat Garnany 

Norway 

Vanazuala 

Auatralla 

Singapora 

Poland 

Hong Kong 

Franca 

Paraguay 
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Th«t« countrt«i art 11it«d In d«cr«at1ng ord«r of canc«r 
■ ortftllty* Uruguay «h?ch topi th« Hat for both ■•n and vontn* 
had 29% daathi par 100*000 aalaif ».nd ISO daatha par lOOfOOO 
fanalaa. with th« axcaptlon of Vanaxuala ani Honduraai nala 
dwatha vara algnlf Icantly hightr than Tanala daatha. In tha 
Unltad Stataaf for •xanpUf thara vara 213 nala daatha fdr avary 
136 faaala daatha In I976-I977. Hovavar* In I9B3f 432iS00 na« 
caaaa of fanala cancart and 422fS00 caaer of aala cancar vara 
pradlctad* Thia naana that vonan ganarally aurvlva cancar battar 
than Man. 

Mhan ona conaldara tha influanca of gaography vltliln tha 
Unltad Stataa thara ara aona Intaraatlrg raglonal variations. 

ESTINATEO CANCER XNCIOENCE ANO DEATHS FOR 1983 
VITHIN THE UNITED STATES 





St at a 


Nav Caaaa 


Oaatha Oaath Rata/100*000 


I. 


Olatrlct of ColUBbIa 3*200 


1*600 


260 


2. 


Rhoda laland 


4i700 


2*400 


248 


3. 


Florida 


51,000 


26*600 


237 


4. 


Pannaylvan la 


53,000 


27*000 


^27 


S. 


Haw Jaraay 


32*000 


16*400 


219 


6. 


Main* 


4i600 


2*S00 


217 


7. 


Maaaachuaatta 


24*000 


12*600 


215 


B. 


Nan York 


74.000 


37*SOO 


212 


9. 


Connecticut 


13*000 


6*7 00 


210 


10. 


Hiaaou r1 


20*000 


10*500 


210 


11. 


Arkanaaa 


9*000 


4*7 00 


203 


12. 


Nabraaka 


6*000 


3*200 


2C\ 


13. 


Ohio 


42*000 


21*500 


200 


14. 


Iowa 


11*200 


5*700 


199 


15. 


Waat Virginia 


7*700 


3*900 


199 


16. 


Oalaw ara 


2*400 


\*200 


196 


17. 


Maryland 


16*700 


6*600 


197 


16. 


Nan Haapahlra 


3*600 


1*900 


196 


19. 


nilnola 


44,000 


22*500 


195 


20. 


South Oakota 


2*600 


1*300 


193 


21. 


Indiana 


20*000 


10*400 


192 


22. 


Kantucky 


13*600 


7*000 


191 


23. 


Kanaaa 


6*700 


4*600 


190 


24. 


Alabama 


14*300 


7*400 


166 


2S. 


Oragon 


9*600 


5*000 


166 


26. 


Wlaconain 


16*000 


9*000 


166 


27. 


Tannaaa^a 


17*100 


6*600 


164 


26. 


OklahOB 


11*600 


6*000 


183 


29. 


Varnont 


2*000 


950 


161 


30. 


Michigan 


3 2*000 


16*400 


161 


31. 


Mlaalaalpl 


6*900 


4*600 


160 


3 


North Oakota 


2*S00 


1*200 


179 


f 


Minnaaota 


14*000 


7*3 00 


177 




California 


6S*000 


44.500 


175 




Carolina 


20*000 


10*400 


170 




alana 


14*600 


7*600 


167 
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49. Idaho 
44. Ttxai 



47« Colorado 

46. Wyoaing 

49. Hairall 

50. Utah 



45. Navada 

46. Nav Maxico 



96. Arizona 

3#. Montana 

40 Virginia 

41 Qaorgia 



37. Vaahlngton 



42. South Carolina 



14»400 

9»0C0 
2»^'J0 
r»200 
17*300 
9*500 
2*700 
44»000 
2»600 
3»500 
7,600 
1»300 
2>400 
3»000 
600 



7»J0C 
4»900 
1»300 
6»900 
9»000 
4»9r3 
1»400 
22»400 
1»300 
1»0OO 
3»900 
650 
1»200 
1»500 



165 
165 
162 
15S 
155 
150 
141 
140 
136 
129 
124 
120 
110 
9^ 



51. Alaaka 



300 



69 



Thaaa data ara not aga-adjuatad. Thia aaana that a atata 
Ilka Florida haa a highar cancar daath rata bacauaa aora aldarly 
paopla ratira thara. Othar atataa auch aa Utah hava a lovar 
cancar daath rata» bacauaa tha diat of Moraona la auch cloaar to 
a cancaar pravantlon diat than tha diat of tha raat of tha 
population. Alaaka alao haa lovar figu raa» poaalbly dua to a 
lovar avaraga ag«» dr to a diat that la highar in fishy but this 
Is spaculatlva. 



Thara is no coaplataly aafa laval of radiation. And sinca 
naarly all cancars can ba Inducad by radiation* tha laval to 
vhlch va ara axposad Is of consldarabia laportanca. About 3S of 
hi aan cancar Is causad by radiation. 

All of us ara axposad to vhat Is callad background radiation 
avary day. Background radiation coaas froa cosalc rays and tha 
graatar tha altltvda* tha graatar tha a>.posura. Soaa background 
radiation also coaaa froa tha aarth Itsalf* but so far no 
aclantlffc ayfdancc axists that links huaan cancar to natural 
background radiation. 

Tha advant of nuclaar vaapons has rasultad In a saall 
Incraasa in background radlatloi froa ataospharic tasting* but so 
far thara Is no avidanca to link this vlth huaan cancar» apart 
froa an apparant Incraasa In laukaala aaong paopla vho llvad 
dovnvind froa tha Navada tast sita. 

Survivors of tha atonic boabs that fall on Hfroshlaa and 
Nagasaki hava shovn an Incraasad risk of laukaala* and thyroid* 
braast and lung cancar. 

Soaa occupations hava baan found to ba particularly 
hazardous. An incraaaad risk of bona cancar has baan found in 
lualnous vatch dial palntars. And radiologists thaasalvas hava 
an Inc raasad risk of d aval oping laukaala and skin cancar. 
Uranlua ainars vho vork vlth radlo-actlva aatarlal* hava an 
incraasad risk of lung cancar - avan If thay do not saoka. 
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Finally* soUr radiation It th« naln sourc« of u1tra-v1o1«t 
radiation which can caus« skin cancar* particularly In 
falr-sklnnad paopla. 



If tho ovarlat vara raaovad at birth* tha risk of a vonan 
davaloping braait cancar would ba virtually allnlnatad. This 
lllustratai tha axtraordlnary Influanca that hornonai hava on t^a 
growth and davalopnant of calli* and on tha risk of than bacon^ i 
cancarouB* 

Wonan who raach tha nanopauia without avar having axparlancad 
pragnancy* hava a highar risk of braait cancar than thoia who 
hava baan pragnant* And tha nora chlldran you hava had* tha 
lowar tha rliK. If you had your flrat pragnancy bafora tha aga 
of 20* tha rlik la lowar itlll. Wonan who hava navar nanatruatad 
hava a thraa to four fold graatar riak of davaloping bra^at 
cancar aftar tha aga of 55* But W nanatruatlon atarta lata In 
adolaacancv* or if tha aanopauaa la aarly* tha riak of breaat 
cancar 1» raducad* 

Th'j uaa of birth control pllla that ara high In progaatarona 
haa baan ahown to incraaaa tha risk of braaat cancar* but thia 
risk hat probably baan a1 In In at ad by tha raductlon In 
progaatarona In tha low-dota *n1n1* p111t« Birth con^.ol pllla 
• ay alto halp to raduca tha riak of cvarlan canca * but it la 
unclaar to what axtant tha changat in hornona strangtii end 
balanca will influanca thata affacts. 

Finally* tha uaa of DES Cdlathyl-atllbastroll by pragnant 
■ othara haa baan ratpontlbia for tha tragic davalopnant of cancar 
of tha vagina and carvix In thair daughtars during childhood. Of 
couraa* thia risk factor hat now baan allnlnatad* 



Hunan attltudat to aaxuallty can Influanca tha riak of 
cancar. Pronltculty* ttarting at an aarly aga* la attoclatad 
witi. an incraatad riak of cancar of tha carvix. And carvlcal 
cancar accountt for approxinataly 1.5S of cancar daatht* 

Intarattlngly* thit ditaata It alto nora connon In wonan who 
hava had tavaral chlldran* and latt connon In wonan who hava had 
only ona child. In fact* thit obtarvatlon nay ralata nora to tha 
nuntar of taxual partnart than to pragnancy and childbirth* It 
It not known whothar tha riak for wonan who hava only ona taxual 
partnar it Incraatad If that partnar pravloutly had nultlpla 
partnart. Kavarthalatt* In virgin** It It an axtrana rarity. 

Actually* nan cannot antlraly atcapa thair raapontlbllltlat. 
For carvlcal cancar it nora conmon whan nala partnart ara 
UDCI cuMCltad. Hyglana it obvloutly an Important factor* sinca 
cancar of tha pan's Ta rara ditaata] occurt only in tha 
unclrcuncltad. 
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Th« outb r«ak of AIDS [acqu 1r«d 1inmuno-d«f 1c1«ncy lynd roin«] 
anong i«xua11y act1v« na1« hoiioi«xua1s In th« tarly 1960*1 has l«d 
to a dranatic 1ncr«at« In th« 1nc1d«nc« of an oth«ri(1i« rar« forn 
of fatal canc«r ca11«d Kaposi** tarcoaa. Fu rth«rRior«» victims of 
AIDS hav« an lncr«as«d suscsptlblllty to Infection* particularly 
vltn a dang«rous» 11fs*thrsatsn1ng forn ca11«d Pn«u nocystls 
carlnll* In cas« you ars a conplacsnt hst«ros«xua1» you nay b« 
1nt«r«stsd to know that AIDS Is no* Increasing at th« san* rat« In 
h«t«ros<xua1s as In hOR0s«xua1s. 

Th« caus« of this lnnun« 1iipa1rn«nt anong aff«ct«d honosMuals 
and h«t«ros«ua1s Is no* thobght to f du« to a *'«trov1rus known as 
HTLV III* r«c«nt1y 1d«nt1f1«d at th« Past«ur Institute In Paris* 
and also at th« Katlonal Canc«r Institute In th« United Stat«s. 
Having nultlpl* s«xua1 partners 1ncr«as«s th« risk of acquiring 
AIDS* so Cl«ar1y this Is a risk ov«r which «• hav« considerable 
control. Th« r«c«nt iniroductlon of a blood t«st for th« /IDS 
virus Kill nakt scr««n1ng for Infection nuch easier. Y«t» «« ar« 
still uncertain i(h«xh«r all thos« vlth positive blood t«sts « ill 
ntctssarlly d«v«1op th« d1s«as«. 

Apart fron AIDS* nal* honosMuals ar« also at an 1ncr«as«d 
risk of developing cancer of the tongue and the anus. 



Vhlle a glass of vine each day nay actually help to reduce 
you r risk of heart disease* an excessive Indulgence in alcohol* 
especially when combined vlth snoking Is thought to cause about 
3X of all cancer In the United States. 

Alcohol Increases the risk of cancer of the nouth* phirynx* 
larynx* esophagus* and liver. 



Although nost occupations do not Increase your cancor risk* 
sone do. Current estlnates suggest that as «uch as 5S of all 
cancer In the United States Is due to occupational exposure. 

Dccupatlonal cancers nostly result from exposure to toxic 
chenlcals In manufacturing Irdustrles* or from exposure to certain 
types of dust In nlnlng. The degree of risk can range from nlnor 
to najor. For exanple* as nuch aft- 2DX of stale bladder cancer has 
been attributed to occupational chenlcal exposurel Sone of tho 
better known occupational cancers can be seen In Table 5. 
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TtbU 5 
SOME OCCUPATIONAL CANCERS 



OccH^atlon 

■ «n«f acturtrs* Coal gai 
vork«rs« 

Atk«atoa vork«rs» anyone Mpoaod 
to a8k«itos« 



and varnlih vork«r«« 

Catfalaa vorkera 

Cbroalaa Mpoaur* 

Radiation oxpoauro In uranlua 
■ lR«rt* lualnlaors* radlologlatSf 



Typ« of Canctr 
Bladder 

Lung* ■•■otli«1loaa« 
•aopliagua* atOBacb* 

colon* 

L«ukov1«« 
Proatat*. 

Lung* 

Lung* bono* aarrov* 



NanafMtorora of laopropyl alcohol* Naaal ainuaot* 
hardvood farnlturo aakors* 
loath* vorfcors* 

Nickol roflnors* Lung* Naaal ainuaos* 

Faraora and aoaaon* anyono oxpowod 

to u1t7a*v1o1ot light Skin cancor* 

Makora of polyvinyl chlorldo (PVC) Livor* 



Sinco thoro aro ovor SOiOOO known chomicalt with Hor« baing 
addod ovory «ook* and sinco only about 500 hava «v«r baan tastad 
iTor thair cancar-causing potantlali it is obvious that «a do not 
•i«v6 a claar ilaa of tha risk posad to us by thair axistanco* 
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INFECTION 



Apart fron th« ATDS v1ru># oth«r Infactlons ara ton«t1n«s 
carcinogenic. Tor •xaapla* h«pat1t1> 1ncr«at«i tha risk of llvor 
cancor* ichlitotoaot Incroato tho risk of bladdor cancort but 
bactoria do not diroctly Incroato your risk of lung cancor. 

Hovovort noraiM^ rotldor^t bactoria In our Intoitlnoi ofton 
play an laportant rjlo In tho broakdorn of diotary carclnogont. 

Viruioif on tho othor handt havi oxcltod a groat doal of 
•clontlfic Intoroit. Yot# thoro '.d vory llttlo ovldonco that 
thoy play a tf1r«ct rolo In tho causation of hunan cancor* 
dosplta Intonilvo itudy during tho past twonty fivo yoart. 



Tho air «# broathOt tho wator «• drinks and tho food «• oat 
art all contaalnatod to loao oxtont with tho products of ou r 
civilisation* 

Air pollution at Its nost sovoro can drastically roduco 
visibility* Irrltato tho oyos* and proclpltato pnouaonia In tho 
•Idorly. Tho London fog of 1952 klllod thousands of Londonors* 
but not fron cancor* 

It has boon notod that althoufii lung cancor Is aoro connon In 
our citlos than In tho country Mdo* It still ronalns vory lov 
anong urban non saokors. This observation suggosts that air 
pollutants aay work with tho choalcals In tobacco saoko to causo 
lung cancor* rathor than diroctly to causo lung cancor 
thoasolvos. Yot« If ono coaparos tho doath rato froa lung cancor 
In tho Stato of Maino with that In 'A9w Jorsoy* tho ratos appoar 
coaparab1o« Evidently* at least with respect to lung cancer# the 
pu ro air In N aine does not confer any benefits over the a ore 
pollutes air In New Jersey. 

Nonetheless* one particular air pollutant which cannot be 
Ignored Is asbestos. Even saall aaounts of asbestos on the 
clothes of factory workers have been held responsible for the 
Increase In the Incidence of aesothelloaa Cusually a rare fora of 
cancr J aaong faally aeabers. FurtheraorOf aany school buildings 
around the United States have asbestos Insulation which could put 
the lives of our children at risk If the problea Is lot urgently 
rectified. 

Mater pollution* on the other hand* Is still the cause of a 
great deal of disease around the world. The avellablllty of 
clean water and proper sanitation has probably done aore to 
laprove our health than anything else. In the Industrialised 
countrlas* we believe that we have the fintst* cleanest water 
available. Unfortunataly* this precious resource Is ^alng slowly 
destroyed by Industrial pollution which threatens i wild life 
and huaan health. 



POLLUTION 
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Although anx1«ty about vator pollution at a posilblo cancor 
risk vai first oxprossod In 1960ff tho nunbor of carclnogonlc 
substancos appoarlng In our drinking vator continues to riso. 
Ovor 700 synthotic organic choalcals havo boon Idontlflod In tho 
Aaorlcan vator supply* and about 40 of thoso aro olthor known or 
suspoctod carclnogonsi Apart f roa asbostos f Ibors which of ton 
cont an In ato tho vator supply noar largo c It lost othor 
cancor-causing choalcals Cvlnyl chl^rldot bonzono* and 
chloronothyl othor] havo boon found. 

SoBO nlnorals aro also prosont In our vator. Probably tho 
ono which has tho nost cortain association « .h cancor Is 
arsontc. In Talvan* vator contaalnatod vlth arsonic has causod 
skin cancor. 

Dosplto the fact that thoro Is llttio ovldonco that vator 
pollution has causod hu nan cancor In tho Unltod Statos* this Is 
not a roason for conplaconcy. As tho concontratlon of pollutants 
Incroasost tho risk of cancor vlll suroly Incroaso too. Tho nov 
opidonic of cancor In tho fish population should bo a varn^*tg to 
us all. 

In 19649 tvolvo yoars aftor tho Cloan Mator Ac*^ it vas 
notlcod that tho fish vhlch voro rotu rning to onco poll u tod 
vators such as tho Hudson rivor and Michigan's Torch 1ako« voro 
sufforing froa a vory high cancor rato. And tho fish that voro 
■ ost affoctod voro thoso that llvod noarost to tho botton vhoro 
tho concontratlon of chonlcal contanlnants Is hl^host. 

In tho Hudson rivor* for oxaaplo* noro than 60S of tho 
Atlantic toncod that aro aoro than tvo yoarr old havo llvor 
cancor. And in Eyorott harbour* Mashlngton* ■'^ro than tvo thirds 
of tho English solo havo danagod llvors that aro usually 
cancorous. 

Whon vator pollutants voro concontratod and palntod onto tho 
skin of bu11hoads» nany o' thn fish dovolopod cancor vlthin a 
yoar just as vlld bullhoads do. Although tho inpllcatlons aro 
'rathor alarnlng* sono fish such as strlpod bass do not dovolop 
tunors In tho vay tho bullhoads do* so othor factors also 
Influonco tho offoct of chonlcal pollutants. 

What has napponoo to fish aay not happon to nan. But alarn 
ovor tho incroasod risk of cancor anong poopi* vhoso honos aro 
built on c ho ■ leal vasto dunps* and tho In plications that this 
suroly has for vator pollution* should nako us dotornlnod to act 
nov rathor than valt for hunan tragody to occur boforo naklng tho 
right doclslons. 
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HEREOXTY 



Not •v«rvon« It at th« risk of d«v«1op1ng canc«rf no 

■ attor vhat caut«. This It alto tru« for anlaalt that ar« 
ttudlod in th« laboratory. irh«n you •xpot« a group of laboratory 

■ Ico to a carcinogen* toti« of th«B d«v«1op canc«r. If you 
Incroato th« dot« of th« carcinogen* aor* of Xh9m ar« aff«ct«d» 
Whyt Th< aott Important r«aton It that th«r« ar« tubt1« g«n«t1c 
diffortnctt b«ti(««n th«B« 

Huaan canc«r It caut«d by a varlabU six of h#r«d1tary and 
•nvlronaontal factort. H«r«d1ty It pot luck. Th« tnylronBtnt 
you can partially control. Hoif«v«r. •xC9pt for d1ff«r«nc«t In 
tOBO tpoclfic cancor ritkt for ■•n and vostnt «• utually do not 
know which inhorltod characttrlttlcs provide vulntrabll Ity or 
protoctlon* 



prodltpoto to contain cancort. Thoro aro alto a fov faa^llot In 
vhlch* for no apparent roaton* thoro It an abnormally high cancor 
ritk* 

Howovor* thoro aro toao typot of broatt cancor* colon oanc«r* 
and brain cancor that can bo Inhorltod. Soao Individuals «ith 
ttoaach cancor and lung cancor aay alto havo an Inhorltablo forn. 
For maaplt* tho ritk of colon cancor or broatt cancor can 
Incroato at auch at tvonty to thlrtyfold In thoto faalllot. 

In a fov Inttancot racial difforoncot can appoar to protoct 
agalntt a tpoclfic cancor. For oxaaplo* dark-tklnnod racot aro 
protoctod frOB tho harmful offoctt of tunllght and toldoa dovolop 
■olanoaa Coxcopt on doplgaontotf palat and tolosJ* and orlontalt 
vory toldOB dovolop chronic lymphocytic loukoala whorovor thoy 
happon to livo. Obvloutly* thoto difforoncot autt bo tho rotult 
of tOBO gonotic rathor than on vlronaontal difforonco. 



Tho ovldonco linking toclo*«conOBlc ttatut to cancor It 
llBltod. Of courto* diotary difforo'.cot botvoon difforont tcclal 
and oconOBlc groupt autt certainly . -^tt In tho Unltod Statot. 

Studiot of two rolatlvoly uncoaaon fornt of cancor known at 
Hodgkln*t dltoato and tottlcular cancor havo rovoalod that thoy 
occur aoro coaaonly aaong thoto vith abcyo avorago education who 
aro In highor toclo*oconoa1c groupt. Cancor of tho colon* tho 
tkin cancor callod aolanoaa* and cancor of tho 'jtorut aro aoro 
coaaon* and aro alto found with g roator froquoncy In thoto 
toc1o*oconoa1c groupt. So far thoro It no explanation for thoto 
Intriguing obtorvatlont. 

In contratt* both otophagoal and ttoaach cancor aro noro 
coaaon In lowor hoclo-ocononic groupt In virtually all countries 
of tho world. This It aott probably tho rotult of a conblnatlon 
of taoking* alcohol* and a poor diot that lackf an adequate 
aaount of fruit and vegetablet. 



Th( 



which are Inherited* and which 



SOCXCKECONONXC STATUS 
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CONCLUSION 



Th«r« Is • 9r««t d«a1 of •vld^nc^ that v« could control our 
cancor risk and our h«art d1s«as« risk to a cons1d«rab1« dt^r««. 
B«st tstlMatts art that «• could r«duc« our canc«r risk by about 
70S* our h«art d1s«aso risk by about 60S* and our risk of fatal 
blood vassal disaasa (stroka) substantially. 

Bad nutrition and saoking ara by far tha aajor culprits. And 
thay appaar to ba tha aajor causa of othar daganaratlva disaasa as 
wall - all of which contrlbuta anoraouHy to tha total cost of 
haalth cara In tha Unltad Statas. 

Oasplta aajor strides In our undarstanding of cancar and haart 
disaasa* a graat daal raaalns to ba dona bafora prograss In 
traataant can ad«quataly control thaa. In fact* It Is highly 
unllkaly that thas* disaasas will ba coaplataly curabla* avan Into 
tha tvanty first c«ntu ry. Yat* tli« thr«a aajor k111«r« - cancar* 
h«art tfls«asa» antf stroke* ar« already aostly ^rav«iitab1«. 

Thara Is no doubt In ay aind that anoraous long tara savings In 
haalth cara costs would ratu.lt froa a far-slghtad policy of disaasa 
p ravantlon. This is vhara tha fadaral govarnaant should 
concantrata aora rasourcas. To laplaaant such a policy would 
raquira a shift In aaphasis In acadaalc Institutions away froa 
asotaric rasaarch* which will raquira soaa naw Incantlvas. Tha 
food and rastaurant Industrlas aust also assuaa soaa raspooslblllty 
for tha public haalth - and thay will cartalnly raspond to tha 
daaands of an aducatad consuaar. Lat us* as a a attar of urgancy* 
foraulata pollclas that will vigorously apply our prasant knowladga 
to tha pravantlon of thasa coaaon* daadly* disaasas that thraatan 
aach and avaryona of us. 
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The Chauiman. Dr. Creenwald» what are you doing to educate 
the public with regard to the dietary guidelines for Americans? 

Dr. Greenwald. The National Cancer Institute has a Cancer 
Prevention Awareness Program geared just to that. It is in two 
parts. Last year, the public moss media part was kicked off; it is a 
nationwide program which includes within it a toll-free telephone 
number, 1-80(M-CANCER. 

More recently, the second part of the pn^ram was begun. This 
focuses on selected populations with particular problems. It be^^an 
addressing the black population and the needs of that population. 
It focuses on certain industrial and other groups. 

The ChairbIan. Your testimony lists several areas, surh as vita- 
mins and fiber supplements, where you indicate it would be prema- 
ture to make recommendations. Do you know when you will be 
able to make recommmdations in those instances? 

Dr. Grunwald. Yes; our opinion now is that most of the evi- 
dence comes from looking at populations that gn* their vitamins 
and minerals through their diets. That is where we have the re- 
search evidence, and that is wHy we make the reconunendations 
for foods rather than supplements. 

Our cancer prevention trials are in progress. The fu*st ones will 
end in 1989 to 1992, so I think it will be around then when we have 
more precise answers. 

The Chairman. There are a number of centers, both inside and 
outside the United States, which offer alternative forms of cancer 
treatment Could you give us ^our opinion of these centers? 

Dr. Grsenwald. Well, I think it is very important that people 
with cancer — and I want to emphasize, we are now on treatment, 
not prevention— but that people with symptoms or with cancer 
have the best in dingnosis and state-of-the-art th^^rapy. 

Our biggest concern is not having that diagnosis and therapy in 
order to choose some other unproven method. So that is a miyor 
concern. 

Where the Natioual Cancer Institute has looked into some oi 
these things, we generally have not felt that the evidence held up. 
We could not connrm the diagnoses or the claimed results. 

The Chairman. Mr. Fink, now can a cancer patient, from your 
experience with ^our daughter and others, disting^iish between a 
cancer center which is doing real research, beneficial research, into 
the benefits of nutrition and one that is simply preying on the 
fears and suffering' of cancer victims? Can you ^ve us some advice 
there, because you have had a lot of experience m this area. 

Mr. Fink. Well, it is a very good question. Senator, and a very 
tough one. We looked at a great many places, and all of them to 
one degree or another seem to have their successful testimonials. 
They seem to have people who are getting better on those thera- 
pies. 

You fall into a real gray area, it seems to me, because what hap- 
ns is there are some people given over to hyperbole that seem to 
representing perfectly legitimate, in my estimation, therapies 
that seem to work, so that casts a credibility problem in that kind 
of thing. 

It is too complex and difficult a question for me to give a really 
good answer tc, but it is a good one. 
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[Additional information supplied follows:] 

Addendum to Previous Rdponsi by Mr. Fink 



I gave an inadequate and terrible answer to Senator Hatch's question. 

To be more spedfic, in order to find the right clinic or therapy, we encourage each 
patient to inquire whether that therapy or clinic has been successful in treating his 
or her type of cancer and whether there are references he or she can contact for 
information and verification. Equally important in choosing a treatment or therapv 
are: a patient's financial situation, his/her capacity for self-care, the extent of ill- 
ness, the necessity for suiHOort and the amount required both at the clinic and at 
home, his/her belief system and prctjudioes, and without added st r e ss, wiiat changes 
in diet and lifestyle could be comfortably tolerated. We urge each patient to consid- 
er these factors bclore making a choice. 

The CHAmMAN. OK. Dr. Alabaster, it is becoming clear that diet 
affects everyone's risks of cancer. Do we know enough, in your 
opinion, at this point to recommend dietary changes for tibe gener- 
al public, or do we need to have more luiowledge and more re- 
search? 

Dr. ALABAffFER. I think we do know enough to make recommen- 
dations. Any recommendation that is made in 1985 i^ inevitably an 
interim recommendation insofar as we may modify those recom- 
mendations in the light of future knowledge. But we have to see it 
in the context, I think, of dietary anarchy which currently prevails 
in virtually all Western countries. Tnat is, people feel they have 
the right to eat anything: food manufacturers feel they have the 
right to produce anything as long as there is demand for it. 

I think there is a reepomdbility that each and every one of us has 
to make ourselves aware of what we know and to act on our best 
current knowledge. I think that if we use the argument that we 
have to have perfect knowledge before we make a recommendation, 
first of all, this would be unique in human experience, because we 
make decisions on the basis of what we know every day for all 
sorts of human .<u:tivitie8, ard I do not see why recommendations 
regardkig a healthy diet should be any different. I am personally 
convinced that we should now make reconunendations based on 
what we know, because the recommendations that will benefit 
cancer risks will also benefit heart disease risks. There is no com- 
petition, really, between tibe two. Although the evidence comes 
from two different sources, it converges into a common dietary rec- 
ommendation which I think we can now make. 

Tne Chairbian. I thought it interesting that the increase in 
cancer in lower socioeounomic groups may be due primarily to 
smoking, drinldng alcohol, and not really eating enough fruits and 
vegetables or other fibrous materials. Now, tiiiese are problems 
which I thiidL could be solved with education in our society. 

Are the current education programs adequate, or do we need to 
specifically taiget these groups in order to accomplish a lot? 

I notice yuu are nodding up and down. Dr. Greenwald. 

Dr. Greenwald. I think your observation is accurate, and we 
need more emphasis. In other words, the groups have to be target- 
ed. 

There is also an area of research which I would call ''applied" or 
''cancer control'' research that helps us to know what is most effec> 
tive in reaching those groups and bringing about behavioral 
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change, and that is, I think, a legitimate sort of a research ques- 
tion, as well. 
The Chairman. Dr. Alabaster. 

Dr. Alabaster. Well, first of all, I would support the idea of tar- 
geting groups because clearly, there are migor differences in cancer 
risks around the country. If you look at the District of Columbia 
and contrast it with Alaska or, for that matter, your own State, 
there is something like a fourfold difference in cancer rate. So 
there clearlv are mayor factors in lifestyle and in environmental 
factors which need to be controlled, and where we can identify it, I 
think people should be educated. 

I am also certain that an educational program has to be substan- 
tial to be effective, because we are bombarded daily by food manu- 
facturers and we are pressured by restaurants who have their own 
ideas about what the public wants and what the public should 
have. And clearly, the temptations to go the wrong way in terms of 
diet are enormous. 

So that if you view 2U television commercials that are telling you 
to eat decadent food, and one pamphlet through the mailbox which 
tells you you ought to eat sensibly, clearly, your diet will not im- 
prove. 

So I think the scale of education has to be sufficient to have any 
hope of being influential. Only among the highly educated is there 
likely to be sufficient self-motivation. 

The Chairman. Well, we are hoping that this type ot a hearing 
will do much to help the public understand that there are some 
real answers here, and that you people have been giving some real 
answers. 

I want to thank each of you for coming. We appreciate the ef- 
forts you have put forth. 

Dr. Alabaster, I have not read your book yet. I have skimmed it, 
but I am going to read it. 

Thank you so much. We appreciate having you here. 

Our Hnal panel will discuss the role nutrition and fitness play in 
the prevention of cardiovascular diseas^^. 

Our first witness is Dr. Claude Lenfant, Director of the National 
Heart, Lung and Blood Institute. Our second witness is Mr. Robert 
Pritikin, the executive director of research and development and 
the Pritikin Center, and our third witness is Dr. Ernst Wynder, 
president of the American Health Foundation. 

I would like to thank each of you for coming, and I might men- 
tion that each of you has had a dramatic impact on me as far as 
hecdth, health promotion, and disease prevention. And I want to 
pay particular tribute to Nathan Pritikin, because he came to visit 
me a number of years ago, ana I have to admit that his book, "The 
Pritikin Promise," among others, was one of the first books that I 
read before I started on my own dietary approach, or at least my 
own nutritional approach, along with Dr. Fisher's book, and they 
have been very influential to me. 

Let us start with you. Dr. Lenfant. I am going to limit you each 
to 5 minutes. I am sorry that it has been such a long day, but that 
is just the way our lives are, and I apologize for that. 

Dr. Lenfant? 
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STATEMENT OF DR. CLAUDE LENFANT, DIRECTOR, NATIONAL 
HEART, LUNG AND BLOOD INSTITUTE, BETHESDA, MD; ROBERT 
PRITIKIN, PRITIKIN RESEARCH FOUNDATION, AND DR. ERNST 
WYNDER, PRESIDENT, AMERICAN HEALTH FOUNDATION 

Dr. Lknfant. Thank you, Mr. Chairman. I tan very pleased to be 
here today to tell you fidi>out our views on such important topics as 
good nutrition and physical fitness 

The scientific community and the public both perceive that posi- 
tive changes in diet and in fitness conditioning offer great promise 
for promoting health and preventing some caniiovascidar diseases. 

We at the institute conceive fitness very broadly. It includes 
maintenance or improvement of health through appropriate physi* 
cal activity, a proper diet, smoking cessr tion, psychological balance, 
an^^ for some segments of the population, compliance to prescribed 
medical regimens. 

Recently, a consensus among scientists has been reached that 
elevated blood cholesterol puts one at increased risk of heart attack 
and heart attack death. 

The institute is therefore launching this week a National Choles- 
terol Education Program, in fact, this Friday. 

A recent survey tells us that 65 percent of the public say that 
they have never had their blood cholesterol checked. Our initial ef- 
forts in this program will be to tell the public about the ^plica- 
tions of high blood cholesterol, encourage people to have their 
blood cholesterol measured, and if it is high, to see their physician 
and take the necessary steps to lower it As part of this program, 
we will also encourage physicians to become more familiar with 
the implications of elevated blood cholesterol. And indee 1, it is a 
sad thing to note thar perhaps 30 to 35 percent of general pracii- 
tioners are clearly aware of the relationship between increased 
cholesterol and increased risk of heart disease. 

I would like to share with you some recent findings concerning 
the effect of physical activity and diet with regard to cardiovascu- 
lar fitness. 

There are a number of ways in which ph>Bical fitness improves 
cardiovascular health. Persons who exercise regularly and who are 
lean tend to have lower blood pressure and better blood lipid pro- 
files than those who are inactive The physically active also prob- 
:.biy smoke less or often not at all. Thus, physical activity favor- 
ably modifies three mcgor risk factors. 

There is ample evidence that habitual vigorous, and I should say 
even moderate exercise is pssociated with an overall reduction in 
coronary heart disease deaths. 

As you know, Mr. Chairman, coronary heart disease is the 
number one cause of deaths in this eountry. The total number of 
deaths was mentioned eeurlier this morning — 550,000 a year. And I 
was reflecting while witnessing this hearing that during the last 
2^ hours, probably 150 people in this country died from coronary 
heart atl;acks. 

Sedentary persons who are h3rpertensive or obese have a greater 
risk of cardiac arrest than those who have these risk factor^., but 
are physically active. 
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However, I should bring up a note of caution. Other evidence 
suggests that when physical exercise is strenuous, it might precipi- 
tate a heart attack, and we have seen during the last few months 
some examples of sudden heait dea^ in persons who had latent 
coronary disease. 

For this reason, clinical evaluations should be made before older 
sedentary persons are encouraged to undertake vigorous exercise. 

With re^utl to nutrition, it is well-known tiiat fat accumulates 
in adipose tissue when consumption of calories is excessive. Plasma 
cholesterol concentrations rise as the proportion of calories derived 
from saturated fat increases, and decline when the proportion of 
(Tories from polyunsaturated fatty acids is increased. 

The awareness of blood cholesterol and the biology of that choles- 
terol has certainly increased during the last few weeks when two 
grantees of the institute, Dr?. Brown and Goldstein, won the 1985 
Ncdbel Prize for Medicine for their work on the understanding of 
cholesterol mp^ebolituu. 

Recently, researchers have also become interested in polyunsat- 
urated fstty acid from fish oil. It has been shown that dietary fish 
oils and vegetable oils lower concentration of plasma cholesterol 
and low-density lipoprotein. 

As well, an inverse relationship between fish intake and coro- 
nary heart disease has been shown in some populations, in Green- 
land Eskimos, and in a township in the Netherlands. 

The Chairman. Thank you. Dr. Lenfant. Your time is up. We 
will place the rest of your statement mto the record. We appreciate 
the efforts you have made to be here. I do have some questions for 
you, though, before we finish. 

[The prepared statement of Dr. Lenfant follows:] 
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Mr. Chairman, and members of the Committee, I am very pleased to have 
the opportunity to speak to thU Connlttee on topics as Important as nutrition 
and fitness, which are both relevant to, and addressed by, programs of the 
National Heart, Lung, and Blood Institute. Indeed, both the public and the 
sclemfic cr^nlty perceive changes In nutrition and fitness as offering 
the greatest promise for promoting good health and preventing the chronic 
diseases that are major public concerns. 

In research programs fostered by the Institute, "fitness" Is conceived 
broadly to Include maintenance or Improvement of health through such 
behaviors as physical activity, smoking cessation, healthful diets, 
psychological balance, and, for some segments of the population, adhering 
to prescribed medical regimens. To the extent that they contribute to 
Improving cardiovascular fitness, these studies have great potential for 
reducing deaths and disabilities attributable to hbsrt disease. 

We believe that the decline In mortality from heart disease since 
the mid-1960s Is the result of research that has led to more effective 
treatment as we11 as to the Increased public understanding of behavioral 
changes affecting the primary risk factorr tor cardiovascular disease. 
It Is. however, disappointing that heart disease remains the leading 
Cujse of death In this country with an economic burden estimated at 
$60 billion annually. Of the approximately 11.1 million persons with 
diseases related to atherosclerosis, almost half are under 65 years of 
age. Moreover, the majority of coronary deaths occur in the first 24 hours 
after a hfart attack. Large reductions In the number of such deaths may 
only be po&j>tb1e through prevention, to be achieved by Improved cardio- 
vascular fitness thiough reductions In high blood cholesterol and hyper- 
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tension, «H by control of other risk factors, such as obesity &nd cigarette 
smoking. 

Before <<<<cuss1ng In detail some recent research on diet and fitness, 
I wish to bring to the attention of the Conwlttee a new Initiative that 
we bellove holds great promise as a means of reducing and possibly 
preventing coronary heart disease. Because there has been a growing 
consensus among scientists that elevated blood cholesterol puts one at 
Increased risk of heart attack and heart attack death, the Institute Is 1 i 
the proc^-^ of launching a National Cholesterol Education Program (NCEP) 
modeled largely on vhe very successful National High Blood Pressure 
Education i>rogr*« but with Its *ocus on blood cholesterol. When th« 
blood pressure program began there were Important questions to address 
about when and how to treat. Similar questions are now being posed for 
blooii cholesterol. Information from a 1983 survey tells us that 65 percent 
of the public said they have never had tneir blood cholesterol checked. 
Our Initial efforts In the blood cholesterol education program will be to 
tell the Public about the Implications of uigh bicod cholesterol, encourage 
them to have their blood cholesterol measured, and. If It Is r.igh, to see 
their ph's'clM and take steps to lower It. As pan of this proj,ram we 
win be enoouraging physicians to become more familiar with the ImoH- 
catlons of elevated blood cholesterol, because survev data suggest that 
P>\ys1c1ars attribute less benefit to resuU from lowering elevated blood 
cholesterol than does the public. 

The Institute plans to appoint a panel which, with Input from the 
coordinating committee of the NCEP, will develop guidelines for physicians 
who treat elevated Mood cholesterol. It Is anticipated that they will 
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be similar to tue periodic reports on high blood pressure Issued by the 
Joint National Committee on the Dete'-tlon, Evaluation and Treatfnent of 
Hl9h Blood Pressure. 

I wish now to discuss briefly some recent research findings relative to 
diet and physical activity that help to explain how these factors contribute 
to cardiovascular fitness. One source of such contributions are demonstra* 
tlon projects that apply the findings of research to clinical situations 
In which reconwendatlons for diet and physical actlvUy are included and 
sometimes Interwoven. This occurs, for exant)le when an Interventlo,-* godl 
Is to reduce obesity or to prevent Its development. This necessitates 
either choosing foods with fewer calories or Increasing physical activity, 
or — preferably both. 
Physical Activity 

There are a number of mechanisms by which physical fitness may be 
able to Improve cardiovascular hea^lth. The Influence nay be dliect, 
through exercise, or may be a consequence of modifications In lifestyle 
that accompany attention to physical fitness. Individuals who exercise 
regularly are usually lean, tend to have lower blood pressures, and more 
nearly optimal lipid and lipoprotein profiles than those who are Inactive. 
The physically active also tend to reduce cigarette smoking. These obser- 
vations suggest "that Increased physical activity may favorably modify 
plasma cholesterol, blood pressure and smoking — three major coronary risk 
factors. 

Physiologic changes produced by exercise training include reductions 
In heart rate, systolic blood pressure, and myocardial oxygen requirements 
at rest and at submaximal work levels, as well as an Increase In physical 
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working capac1t\ . These changes are believed to be beneficial for the 
cardiovascular systeM because In active persons, compared to the more 
sedentary, the contraction of the heart expels a larger volume of blood, and 
H^thm of the heart Is more stable. In addition, psyi jlcal status U 
Improved and, in patients with angina, there Is a reduction of symptoms. 
Physical activity also seems tc 1i:;rease the amount of fibrinolytic activity 
so that the blood Is more likely to disfolve a clot or prevent formation of 
a thrombus In a vessel. 

Ttiere Is an Increasing body of evidence that habitual vigorous exercise 
and also moderate, regular exercise (20 to 30 Minutes, 3-4 times a week) are 
associated with an overall reduction In coronary heart disease deaths. 
Data from Investigators at the University of North Carolina, Chapel Hill, 
Indicate that persons with certain risk factors are most likely to benefit 
from vigorous exer:1se. Sedentary persons who were also hypertensive or 
obese had a substantial Increase In risk of cardiac arrest compared to 
those who had these rIsK factors but were physically active. Howevvjr, 
there Is some evidence that when phys'jal exercise Is strenuous It m1v;ht 
precipitate nyocardlal Infarction and cardiac arrhythmia in persons with 
latent coronary disease. For this reason, cl1„.cal evaluation should be 
considered before olJer sedentary persons who are at Increased risk of 
coronary heart disease are encouraged to undertake vigorous exercise. 

The Institute Is SL^pportlno basic physiologic 1n«'est1gat1ons of 
acute and chronic adaptations of the cardiovascular and pulmonary systems 
to exercise In order to learn the mechanisms Involved In the Interactions 
between the respiratory and circulatory systems during exercise. Of 
special Interest are the mechanisms which regulate and limit the oxygen 
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transport system In the body during exercise. Understanding these 
processc w111 contribute to effective treatinent of disease in cardiac 
patients and In patients with chronic obstructive pu1mon<^ry disease. It 
OKy also lead to Important practices to prevent heart and chronic pulmonary 
diseases. 

Some evidence suggests that exercise helps In reducing high blood 
pressure and stress. Psychologic stresses, which enhance sympathetic 
activity In the heart and vasculature, produce acute Increases In blood 
pressure, but whether stress plays a role In hypertension development Is 
stm unclear. In a recent study, mental stress was associated with 
sodium and water retention In young men with borderline hypertension or 
who had hypertensive parents. The Institute Is also supporting research 
to learn whether there Is an Interaction or possibly a synergism between 
stress and behavioral challenges such as caffeine. SGdIum or nicotine, 
which are known to exacerbate risk, particularly In those who are at high 
risk for carclovascular disease. 
Nutrition 

The association between nutrition and cardiovascular disease Is 
exemplified by the dietary Influences on blood lipids. As Is we11 known, 
there Is deposition of fat In adipose tissue wnen consumption of calories 
Is excessive. This In turn stimulates the body to make more triglycerides 
(hepatic synthesis) and results In Increased levels of plasma triglycerides. 
Plasma triglycerides can be Increased by dietary fat. carbohydrate and 
alcohol. Whether plasma triglycerides are < risk factor for heart disease 
Is uncertain. MKhanlsms for excessive calories to contribute to high 
plasma cholester.'^l— an established coronary risk factor—possibly through 
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lipid metabolism changes, have not been elucidated. Plasma cholesterol 
levels are often elevated in persons Mho are obese, and In some lean persons. 
The major dietary factor that raises blood cholesterol levels Is not calories 
per se, but the calories contributed by saturated fatty acids. In fact, 
plasiiid cholesterol rises as the proportlDn of calories derived from saturated 
fat Increases. Conversely, plasma cholesterol levels can Le lowered by 
Including less satura**^ fat in the diet (choosing lean meat and low-fat 
dairy products). Polyunsati rated fats (In vegetable oils such a? corn oil 
and saffloirtr oil) lower plasma cholesterol if substituted for some of the 
saturated fat. It appears unwarranted to completely replace the portion of 
saturated fat removed from the diet with polyunsaturated fat. Fat whether 
polyunsaturated or saturated contributes 9 calories per gram compared to 
about 4 calories per gram for carbohydrate or prote.'n and 7 calories per 
gram for alcohol. Researchers are studying the effectiveness of other food 
substances In lowering blood cholesterol. Some of these such as oatbran 
might be eventually Included as part of our diet, others such as pectin 
(found In apples) or guar gum (used as an emulsifler In 5ome food prouucts) 
might need to be given in pharmaceutical doses to be effective. However, 
eating less fat and less saturated fat are changes In diet that can be made 
today. 

Nationwide awareness of advances In our understanding of lipid 
metaholism and of dietary Influences was enhanced when It was announced 
that two Americans, Michael Brown and Joseph Goldstein, had won the 1985 
Nobel Prize for Medicine. Their research has elucidated the role ot' special- 
ized receptors for low density lipoproteins (LDL) In regulating levels of 
circulating cholesterol. These receptors project from the surface of 
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cells, bind circulating particles carrying cholestrol. and remove them from 
circulation. Because the typical American diet Is high In saturated fatty 
acids. It contributes a higher level of Iom density lipoprotein than can be 
handled by the available receptors. Because Iom density lipoprotein cho- 
"ktsterol In the blood cannot be efficiently removed from circulation. It 
contributes :o the development of atherosclerosis. 

Sone new research findings are causing scientists to reconsider concepts 
about certain vegetable oils and fish oils and their associations with 
heart disease. A stu^y reported In 1985 by Investigators at the University 
of California and University of Texas, showed that— contrary to earlier 
research— nonounsaturated and polyunsaturated fatty acids were approximately 
equally effective In reducing plasma total cholesterol and low density 
lipoprotein cholesterol. Although monounsaturated saf flower oil was used 
In this study, a confirmation of these results could give new Importance to 
other monounsaturated fats such as olive oil In cholesterol -lowering diets. 
Other current research Indicates that fish oils, containing fatty acids, 
that researchers call ome^a-S, such as found In salmon and mackerel lower 
concentrations of plasma cholesterol and low density lipoprotein and have 
the advantage of lowering plasma triglycerides as well. Other research 
Indicates that fish oils Influence other biological processes such as blood 
clotting and platelet stickiness, which could prevent formation of a thrombus 
In a vessel, and thus relate to a lower risk of heart attack. 

:.t) Inverse relationship between fish Intake and coronary heart 
disease In the Greenland Eskimos, and among men In the town of Zutphen, 
Netherlands, (1985) has been postulated to be a consequence of the 
effect of reduced platelet aggregablllty and Increased bleeding time. 



ERIC 




155 



Mtilch appear to be stimulated by the onega-S fatty acids. The complete 
biologic explanation for this observed Inverse relationship between fish 
consumption and coronary heart disease Is not known as yet. Studies are 
underway to elucidate the Influence of omega-S fatty acids on metabolic 
processes that affect blood platelet function, thrombosis, and lipid 
metabolism. 

The relationship between diet and blood nrensure probably Is attribut- 
able to the Influence of diet on secondary factors that have a role In 
blood pressure regulation. We know that high sodium Intake and obesity 
are associated with high blood pressure and that changes In sodium and 
energy (caloric) balance can reduce blood pressure In some persons. Hence, 
weight reduction for the overweight person tu^ sodium restriction are 
recommended as nonpharmacologic therapies. Both of these dietary measures 
are *ten suggested for those who are at high risk for developing hypertension. 

It Is possible that other nutrients may be established as Important In 
blood pressure regulation. Presently under Investigation by the Institute 
are the roles of several nutrients, including calcium, potassium, proteins, 
fats and alcohol. 

WHIB! Education Programs In Hypertension and Elevated Blood Cholesterol 

The National High Blood Pressure Education Program has been administered 
and coordinated by the NHLBI since 1972. Over the coiti^se of this program, 
general awareness of blood pressure as a risk factor has Increased markedly. 
There has also be<er« an Increase In the number of persons who know their blood 
pressure levels, and In visits to physicians for treatment of high blood 
pressure. An Impressive decline In the death rates due to heart attack and 
stroke has occurred over the life of this program. Some epidemiologists 
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suggest that as much as one-third of the decline In cardlvascular mortality 
might be attributed to Improvefnents In controlling high blood pressure. 
It Is clear that this program has contributed to the cardiovascular 
fitness of the U.S. population. 

These evident successes In our high blood pressure program permit us 
to view with much optimism the benefits to accrue from the new program 
addressed to elevated blood cholesterol that I mentioned earlier. 
Coawunlty^Based Projects 

Connunlty -based and school -based projects provide major environmental 
settings where cardiovascular health research Is fostered by the Institute. 

The Institute supports three large comnunlty projects (Stanford, 
Minnesota, and Pawtucket). The operational hypothesis Is that sensitizing 
an entire conmunlty to behavior which Influences cardiovascular risk 
factors will produce behavioral changes that will ultimately reduce 
mortality and morbidity from cardiovascular disease In that community. 

All projects Include some measure of change In dietary patterns, 
smoking, and exercise In addition to changes In physiological measures of 
blood pressure and blood cholesterol. A variety of programs are offered 
to Improve behavior relative to exercise habits, cigarette smoking, and 
diet. Smoking cessation activities have focused on mass media campaigns, 
community "quU-$mok1ng" contests, smoking cessation classes, and smoking 
prevention programs In the school. Nutrition education and Information 
have been disseminated through the mass ledla, a speakers' bureau, and 
distribution of written materials, as well as food labeling In grocery 
stores and menu labeling In restaurants. In some projects smoking cessation 
kits have been offered throuqh local health departments, weight-loss 
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programs through local adult education facilities, and health promotion 
programs at the worksite through cooperation with major employers. 

The Stanford project Is an outgrowth of a smaller community study 
which demonstrated the potential for community- wide risk reduction and 
served as a model for subsequent community projects. The Minnesota 
project Is testing the CVO risk Interventions In commu/iltles of vsrious 
sizes and adjusting the Intervention approach accorijingly. 

The Pawtjcket Heart Health Program, differs from the ♦'wo other 
community programs In that the Intervention relies primarily on community 
resources and volunteers, and utilizes only one Intervention and one 
control community. Its specific go«ls Include a 6 percent reduction In 
total plasma cholesterol, a 6 mmHg reduction In systolic blood pressure, 
a Z percent reduction In body weight and a 2 nl/kg/min Inc. ease In estimated 
maximal oxygen Intake and a 15 percent reduction In total (fatal and 
non-fatal) CVO event rates. This Innovative project has community- wide 
support that could be useful In achieving the cardiovascular fitness 
objectives In Pawtucket. 

All three community projects measure the same risk factors and 
use the same methodology for surveillance of mortality and morbidity. 
The programs complement each other by testing different approaches to 
Intervention and offer the opportunity to pool dat^ ^or selected analysis 
of the community Intervention strategy. 
School -Based Projects 

Health promotion and disease prevention cardiovascular research 
Initiatives In several school -based settings focus on one or more risk 
factor Interventions, predominately nutrition, exercise, and smoking. 
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Stveral racial/ethnic groups are Involved, Including black, white, and 
Hispanic populations. The Intent Is to change environmental and behavioral 
attributes that are most likely to Influence changes In chlldrens* health 
behavior. A variety of teaching methods and materials are used Involving 
specially trained classroom teachers and other resource people, and testing 
peer teaching models or participation of parents or family members. 

Only a few of the studies ha^e been completed. The Mew York and 
Chicago groups have published reports. The New York "Know Your Bo4y Program," 
was evaluated In 11 Intervention and 11 contr;>l elementary schools. The 
Investigators found that ^fter three years of Intervention, there were 
decreases In diastolic blood pressure and In the ratio of total cholesterol 
to high density lipoproteins In the Intervention as compared to control 
students. 

Preliminary results from the Chicago Heart Health Curriculum Program 
Indicate substantial gains In knowledge and some positive changes In attitude. 
The effectiveness of the "Know Your Body Pro: originally designed for 
a suburban white population. Is being tested In a Washington, O.C., anong 
black urban children grades four through six. RIs!; factors Include obesity, 
Uck of physical exe-xlse, a diet high In fats and salt, and cigarette 
smoking. 

The opportunity for school -based health-learning to Improve cardio- 
vascular health Is an exciting prospect. These Institute-supported 
projects will help provide answers to the feasibility of enlisting and 
maintaining participation of school staff, students and parents and the 
effectiveness of that participation. 
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The combination of a variety of research endeavors extending across 
the research spectrum from basic science to demonstration projects will 
enable us to answer Important questions about Improving cardiovascular 
fitness for the nation. 

In sunnary, I hope this brief review of some current research 
detnonstrates to you that the Institute Is learning more about 
the nutrients that u « most effective In lowering elevated blood cholesterol 
and In control I'fng high blood pressure and also learning abou'c the people 
who can profit most from a regular exercise program. My advice Is to 
follow the guidelines establ1sH<>d In the OHHS-USOA GuldeMiies for Americans. 
In essence. It Is appropriate *'or many Americans to consider exercising 
more and maintaining a desirable weight. 

For persons who have elevated blood cholesterol levels, more specific 
advice may be warranted. The Institute Is appointing a panel which, with 
Input from the member organizations of the National Cholesterol Education 
Program, will get Into specific Information on how and when to treat elevated 
blood rholesterol . 

Th1:> concludes my statement. I will be pleased to answer any questions 
you may have. 
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The Chairman. Mr. Pritikin, let us turn to you. We are happy to 
welcome you here and appreciate the efforts you have made. 
Mr. Pritikin. Thank you. Mr. Chairman. 

According to the American Heart Association, 43.5 million Amer- 
icans have one or more forms of heart or blood vessel disease, and 
over 10 million are afflicted with diabetes. In !984, 202,000 peopJe 
had bypass surgery. Last year, ebout $85 billion was spent on the 
treatment of these diseases. 

What can be done to alleviate the hunran suffering associated 
with d^nerative diseases and lower the Nation's exorbitant 
health bul, now climbing past $400 billion? 

The goal of my presentation here today is to describe what we 
think is the most sensible and cos^^fBcient solution to this prob- 
lem, which we have been using for tn^ last 9 years in our longevity 
centers. 

In our program, along with moderate exercise, we reduce the fat 
in the diet from the average American intake of 40 percent of calo- 
ries to 10 percent, and cholesterol intake from about 450 milli- 
grams per day to 100 milligrams or less— in both cases, about one- 
quarter as much as the average American eats. 

These restrictions are not as extreme as they might seem. 
Dr. William Connor of the University of Oregon recommends that 
in stubborn cases of high blood cholesterol one should go to a 6 to 7 
percent fatcalorie diet if necessary. 

In December 1984, the Heart Institute made recommendations 
which moved in our direction, but we think not nearly far enough. 
First, they announced that the blood cholesterol of most Americans 
is undf^irably high as a result of the high intake ( ^^' meat and dairy 
produite. 

Second, every American over the age of 2, whether well or sick 
from heart disease, should make a lifetime change of diet, reducing 
the intake of total fat from the current U.S. average of 40 percent 
of calories to 30 percent and cholesterol from 500 milligrams per 
day to not over 300. 

Third, drugs should only be used as a last resort ^ . lower blood 
cholesterol. 

Fourth, drugs should not be given unless accompanied by a strict 
low-fat diet containing, if need oe, as little as 20 percent calories of 
fat. 

Finally, the goal for Americans should be the Japanese level of 
cholesterol of 180 milligrams per percent, which the Japanese 
achieve on their national average mtake of 20 percent calories 
from fat. 

But what has this dietary recommendation accomplished in the 
oast? The Heart Institute's 1982 $114 mUlion "MRFIT Study" used 
30 percent fat and a limit of 300 milligrams of cholesterol per day, 
but there was no difference in risk of heart disease or death be- 
tween the experimental group and the control group. 

How does the Pritikin Prqgjrt n compare with this? In 1 month 
on our c let of 10 percent fatcalories, participants experience an av- 
erage blood cholesterol drop of 25 percent. According to the Heart 
Institute's general rule, that for every 1 percent drop in blood cho- 
lesterol there is a 2 percent drop in heart disease nsk, this trans- 
lates to a 50-percent reduction in the risk of heart disease. 
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Unlike drug therapy, no side effects arc expen^nced on our pro- 
gram. Unlike a mild fat restriction from 40 to 30 percent, our re- 
striction to 10 percent fat can also achieve a blood cholesterol level 
of 160 milligrams percent, which according to the Framingham 
study statistics almost eliminates the risk of cardiovascular di^ase. 

Anyone can go cn this diet without the supervision of a doctor, 
and we routinely prescribe it to everyone who comes to the Pritikin 
Longevity Centers. 

Leaving the center after 3 to 5 years, we see an 80 percent com- 
pliance rate amorgst those who have heart disease, diabetes, or hy- 
pertension. For healthy individuals, over 50 percent comply witii 
the program. 

Over 20,000 people in the past 10 ye*»r8 have taken our 13- or 26- 
day live-in pro-am of instruction on diet anu exercise. We found 
that we can greatly decrease all symptoms of heart disease, includ- 
ing angina, in a 5-year followup study of patients with cardovascu- 
lar disease and a reconmiendation from their peraonal physician 
for bypass surgery, 80 percent of these patients avoided the oper- 
ation—a savings potential of over $3 billion alone, for which I h&ve 
a poster here. [Poster No. i.] 

Of persons with hypertension, 80 percent achieve normai blood 
pressure and no longer need to take drugs. The Heart Institute is 
now recommendiiu( drug treatment for hypertension which could 
cost as viuch as $20 billion, at least half of which our regimen 
would sa /e- .^nd we have poster 2 for that. [Poster No. 2.] 

We taxe well over half of all adult-onset diabetics permanently 
off insulin and oral diabetic drugs— poster 3. [Poster No. 3.] 

[The posters referred to above follows:] 
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IS THERE AN ALTERNATIVE? 
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Mr Pritikin Every year, $72 billion is spent on heart disease, 
and $13.8 billion is spent on diabetes every year. If 80 percent of 
the heart and diabetic population followed the Pritikin Pragram, 
which our compliance data for these individuals indicates is highly 
possible, $68 billion might be saved. If only 10 percent of them fol- 
lowed the program, we would still see an average saving of $8.6 bil- 
lion. 

However, these tremendous savings will not be seen until people 
are fully educated in the prevention of degenerative diseases. We 
are pleased that many msgor institutions are modifying their nutri- 
tional recommendations and are moving closer to what we feel is 
the optimal dietary program—a 10 percent fat diet. 

We feel that this is no time for dilatory half-hearted measures. 
Why ignore the ancient 10 percent fat diet still used all over the 
world by populations that do not have our epidemic of heart at- 
tacks? Would we recommend that a smoker simply cut back from 
two packs a day to one? Of course not. 5 

The evidence is very strong that the lower the intake of total fat, 
saturated fat and cholesterol, the more favorable the effect on 
heart disease, and the greater the opportunity and likelihood for 
arteries to slowly open up again after being clogged by a lifetime of 
the over-rich diet which most Americans eat today. 

We believe the public si ould not be left in the dark, in compla- 
cent ignorance idx>ut the full extent of its safe and effective dietary 
options to prevent and treat the degenerative diseases of modem 
Western civilization. 

This concludes my oral statement. Further details of our pro- 
giam, and references to the jcientific literature which support it, 
are contained in our written statement. 

Thank you very much for this opportunity. 

The Chairman. Thaiik you. We appreciate it. 

[The statement on the Pritikin Program submitted by Dr. Robin- 
son follows:] 
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THE PRITIKIN PROGRAM 



Mtles H Robtrson, M.D. 



lu the health field todty, the United States is io the Jiidst of a 
revolutionary return to common sense and basic principles in two matters of 
the greatest imporiance: diet and exercise. Enthusiasm for personal exercise is 
sweeping the country, and improved diet for everyone is not far behind. 

Moderate exercise has always been an indispensable part of the Priiikin 
Program. But the most important feature of the Program is the diet, in which 
total fat and especially the risky saturated fat and cholesterol are all reduced 
to abOdt one-quarter that of the average rich American diet. 



Nathan Pritikin was an inventor with over 25 patents in the fields of 
cK.mistry, physics and electronics. Hi^ interest in dift began in 1958 when a 
stress test indicf ^ed the presence of ischemic heart disease, at which time he 
also had a blood cholesterol of 280 mg%. In 1959 he developed chronic 
leukemia, perhaps caused by exposure to chemicals he used in his work. Un- 
willing to accept medical advice to lead a life of severely restricted physical 
activity, he began a study of the literature on epidemiology, clinical medicine, 
and animal experimentation dealing with modern degenerative diseases to see 
if he could heal himself. 

Noticing that primitive populations do not have coronary heart disease 
on their cereal-based very low fat diet, he put himself on that diet together 
with a very slowly increasing regimen of walking and jogging. In about two 
years his blood cholesterol v.'as down to 120 mg%, ii« was jogging as much as 
ten miles a day, and to the surprise of his doctors he passed a stress test with- 
out a of the previous coronary insufficiency. When he died in February 
1985 of complir:»tion8 from the leukemia at the age of 69, an autopsy showed 
his heart and all blood vessels in nearly perfect condition without any ob- 
structions.^ 

The Pritikin diet is not his invention, but simply the ancient low fat 
diet of civilized man adapted to fit foods in today's marketplace. This diet is 
still the norm in most of the third-worl(!l, undeveloped populations where 
arterial and related degenerative diseases are rare. This includes the 
Tarahumara Indians of North Central Mexico, who have been extensively 
studied by competent authorities for their remarkable endurance and freedom 
from atherosclerosis.' Their diet was judged "adequate in all nutrients." Its 
chief sources of calories are corn and beans. Total fat is 12% of calories, 
saturated fat 2%, protein 13%, and cholesterol intake 71 mg/day.* 

Similarly, the Pritikin diet achieves its very lew content of total fat 
and cholesterol by restricting meat and dairy products which are high in fat, 
and emphasizing more grain and vegetables which not only are low ib fat but 
also have a much higher proportion and balance of essential fail. This ensures 
a very favorable ratio of polyunuturated to Mturated fat (P/S"1.2, compared 
to the U.S. average of 0.3-0.55. Since fat has over tw^ce the calories per given 
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THE PRITIKIN PROGRAM AND HEART DISEASE 



2 



weight compared to carbohydrate, a greater weight of food will be eaten on a 
low fst compared to a high fat diet to get the same calories 

Altogether, the diet contains about one-quarter as much total fat (10% 
of calories instead of 40%), saturated fat (4% instead of 16% of calories), and 
cholesterol (25*100 mg/day instead of 400-500 mg/day). It has about one-quar- 
ter at much salt, and about 4 times more fiber and unrefined complex carbo- 
hydratc« than the average American diet. Ths 6ict meets all official Recom- 
mended Daily Allowances.^ 

The intake of cholesterol and saturated fat, both of which for most 
people are harmful in excess, is greatly reduced because cholesterol is found 
only in animal food, for example, in meat and dairy products which also tend 
to be high in saturated fat. 

The diet has a high content of fiber, which improves cholesterol 
metabolism, and the relative bulkinens of fiber encourages satiety and makes 
it easier to avoid excessive caloric intake. An excess of calories should be 
avoided, regardless of whether they come from fat, carbohydrate, protein or 
alcohol, because excess promotes a rise of blood cholesterol and other blood 
lipids in some people.*'* 

One or two centuries ago, a 10% fat diet (for brevity, fat percentages 
refei to calories not weights, unleu otherwise specified) was still the norm in 
the Mrtstern world. British authorities estimate that in 1770, the consumption 
of dietary fat was about 25 grams/day ^ and in 1810, 34 grams/day.* These 
figures amount to 11-15% of calories on a 2,000 calorie diet, or 8-10% of calo- 
ries on a 3,000 calorie diet.* 

There have been three undesirable changes in our dietary fat. (a) Con* 
sumption or total fat has increased, for example, by 18% from 1909 to 1975.^® 
(b) The total of fat in meat, especially beef, his increased. Typical samples of 
commercial ground beef now contain about 17% fat by weight, while the meat 
from pasture-fed aniouls may contain only 3%. (c) The more hazardous satu* 
rated fat in meat has increiised, and the older more favorable ratio between 
polyunsaturated fatty acids and saturated fatty has decreased. For example, 
this r»tio in beef today U about 0.0t, whereas in the meat of pasture-fed ani- 
mals it may be as favorable as 0.5, more than ten times higher. The approxi- 
mate rr >>o today in lamb is 0.05, pork 0.2, rabbit 0.3, turkey and chicken, 0.5, 
and hek.'lag 1.0.^^ The ratio in vegetable fat is f,enerally very favorable, for 
example, in wheat and rye it is 3.0 

Fats are a mixture of fatty acids and glycerol, and the favorable fea* 
ture of polyunsaturated fat is that half or more of it consists of tne indis- 
pensable, vitamin*like essential fatty acids, linoleic and linolenic acids, which 
humans and other animals are unable to make but must get from food. (See 
section on diabetes). 

It is signifi'*ant that the primates close to man, the chimpanzee, ba- 
boon, and monkey, all routinely consume a 5-10% fat diet both in the wild 
and in the laboratory. On this di^t, they have low blood cholesterols and are 
resistant to arterial £nd other degenerative diseases. Furthermore, when these 
animals are given the American diet atheroicleroais develops in their arteries, 
and when they are returned to their norma! Pritikin*like diet their arteries 
extensively reopen. For example, an average 61% obstruction of coronary ar- 
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teries in monkeys produced by a diet of 40% fat regressed to only 20% ob- | 
struction upon changing back to their low fat diet.^' Evidence is accumulat- 
ing thar the same effect occurs in humans.^^ The suitability of the 10% fat- 
calorie diet for human primates is basically the result of adaptation to the 
food on this planet as we all came slowly through the evolutionary sieve over 
millions of years. 

Despite the foregoing evidence, *he most controversial feature of the i 
Pritikin diet is its very low fat content, especially with respect to an adequate 
intake of vitamin A which many people today often get largely from dairy 
products. On the Pritikin diet this is supplied in the form of Ck.rotene (pro-vi- 
tamin A) in green^* and yellow vegetables and by the commercially added vi- 
tamin A in skim milk if milk is used. The high vegetable and fruit content of 
the Pritikin diet fits right in with recent recommendations of the National 
Research Council of the National Academy of Sciences, the National Cancer 
Institute, and the American Cancer society to eat a diet high in green and 
yellow vegetables and fruit to supply ample vitamin C and carotene as a mea- 
sure 'likely to reduce the risk of cancer.*"'"'** 

The NRC recommendations also urge an increase^? consumption of 
whole-grain cereal prod cts and a reduction of total fat T C. Campbell, one 
of the authors of the report, said that although they decided to recommend & 
reduction of total fat from the American average of 40% to 30% of calories, "I 
would suggest getting it down to about 20%. In China, where I was in June, 
it's only 9%. So you can go down to 20% and not experience problems.* NCI 
is presently conducting feas'^'Uity studies for two large clinical trials to see if 
a very Hw fat diet, 20% of calories or less, will prevent or retard breast can- 
cer.»* 

Even stricter diets, as low as 5% fat, have been successfully used in 
cardiovascular conditions by eminent authorities.*^''*'" An intake of fat as 
low as 5% sounds extraordinary, but in Japan, for example, this was the level 
at the *urn of ;he century.** Few people in this country realize how danger- 
ously high the Western intakes of fat and cholesterol have become over the 
last century, but we are still much better off than in more conservative 
Britain where the death rate from heart disease over the last decade has not 
dropped at all, compared to a drop of about 25% in the U.S.*^**''*'*' Most 
authorities believe the chief reason for the U.S. drop has been our reduction 
in dietary cholesterol and saturated fat. 

According to William P. Castelli of Harvard Medical School and direc- 
tor of NIH*s famed Framingham Study, fully 80% of all cases involving heart 
disease and cancer are caused by addiction to the bad habits of cigarette 
smoking, alcohol and drug abuse, and overindulgence in fatty and sugary 
foods. *Breaking the[se] dependencies would sustain more human lives than 
can any of our sophisticated medical technology, he says, and it would reduce 
the nation's health care bill by $240 billion.*** 

What can a regimen like the Pritikin Program do for the nation's 
enormous health bill, now climbing past $400 billion (11% of GNP and grow- 
ing at a r^te close to 15% annually)**, and the human suffering which that 
cost signifies? Nathan Pritikin began his crusade to return people to the old 
cereal-based 10% fat diet in 1974, ^^hen he organized and supervised a con- 
trolled study of his diet and exercise program on 38 seriously ill men in the 
out-patient department of the Veterans Administration Hospital at Long 
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Beach, Californit. All the men had advanced atherosclerosis, 80% had had 
vascular surgery, and most of them had coexisting conditions of hypertension, 
diabetes, and angina. The experimental group showed treat improvement in 
their medical and physical condition, and these results"**^ became the basis 
for the Pritikin Longevity Centers. 

Since then, these Centers have educated, treated, and accumulated data 
on over 25,000 persons who have attended their 13-day or 26*day live-in pro- 
gram. The program has reported greatly increased ability to work and take 
exercise without bringing on the heart pain called angina. In a 5-year follow- 
up study of 64 patients with coronary disease and a recommendation for by- 
pass surgery, 80% avoided surgery by attending the Pritikin Center.*' This 
suggests a potential saving of over S3 billion a year since over 200,000 bypass 
operations are done annually at an average cost of at least $20,000 each. 
[Postef #/]. In peripheral vascular disease, the pain produced during walking 
is reduced by improving blood flow.** 

The diet is also very effective in persons with hypertension. Around 
half recover normal blood pressure and no longer need to take 
drugs.**'**'****''** NIH estimates that there are 60 million persons in the U.S. 
who either have hypertension (blood pressure greater than 140/90 mm Hg) or 
are taking antihypertensive medication and are therefore considered to be hy- 
pertensive. Of these, 10.4 million were taking antihypertensive medication in 
1983.** According to Edward D. Fries of the Veterans Administration in 
Washington D.C^ it costs S500 per patient per year for drug therapy, profes- 
sional feet, and iab services^, which is about $5 billion/yr. Applying the Pri- 
tikin experience to this figure might save $2.5 billion. If NIH*s present plass 
of drug therapy for hypertension were fully implemented putting many more 
of the nation's 60 million people on drugs, perhaps 40% of them, this would 
cost S20 billion, again half of which might be saved by an effective diet and 
exercise program. [Poster #2]. 

The diet routinely reduces blood cholesterol by about 25%**'*''**'**'**, a 
reducti a which is very important for the prevention and treatment of car- 
diovascular disease in general. The average biood cholesterol in the U.S. is 
about 215 mg%, and about 25% of men and 30% of women have levels of 240 
mg% or more. According to Claude Lenfant, Director of the National Heart, 
Lung, Blood Institute, "If we could redur' the cholesterol in the overall popu- 
lation by 20 to 40 milligrams, Tm sure we'd reduce the heart-attack deaths by 
as much as one*fourth or one-third.*^ The American Heart Association esti- 
mates that the 1985 economic costs of cardiovascular disease will be S72.1 bil- 
lion. Much of that cost coald be saved if the very low fat, low cholesterol, 
and high fiber diet were widely adopted. 

The diet enables well over half of all diabetics to be permanently 
taken off insulin and oral diabetic drugs.*'*^** The American Diabetic Asso- 
ciation estimates the economic costs of diabetes for 1985 will be S13.8 billion, 
so here again large sums could probably be saved if the ancient diet were 
widely adopted. [Poster 

A recent report from the National Academy of Sciences "tated that the 
relationship between excess dietary fat and cancer is even uore persuasive 
than the one between diet and heart disease.*^ According to Peter Greenwald, 
director of Cancer Prevention and Control of the National Cancer Institute, in 
order to help ward off cancer The average American should try to double the 
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amount of fiber ... should keep intake low of all fats ... should increase the 
intake of fruits and vegetables containing vitamin A, vitamin C, and beta- 
carotene [pro-vitamin A]".'^ The heavy cost of cancer could thus be reduced 
by the Pritikin diet which greatly decreases dietary fat, increases dietary 
fiber, and provides an ample suppl.* of carotene. 

For the last ten years the Pritikin program has been getting excellent 
results with its aggressive dietary therapy for heart disease, hypertension, and 
diabetes. By contrast, only in the last two years has the National Heart, Lung, 
Blood Institute moved away from its long standing emphasis on drugs, and 
substantially toward the low fat diet which we have been advocating. A brief 
account of this change of policy at the Heart Institute will highlight obstacles 
to nutritional therapy which are likely to recur unless the public takes an 
active interest in the matter. But let's first consider the dietary changes 
which took place earlier. 



How did our diet happen to change in the last century to one high in 
total fat, saturated fat, cholesterol, refined and processed sugars, calories, and 
salt? A Working Group at the National Heart Institute explained: 



[It is] a recent development largely unique to the 20th 
century. It is a by-product of ^ high-yield agriculture 
and animal husbandry, and per capita incomes making 
relatively expensive foods of animal origin generally 
available. As such, it ii a marked departure from the 
situation that prevailed for most people for millennia, 
from the invention of agriculture to the late 19th or 
early 20th century - i.e., subsistence overwhelmingly on 
grains, starchy tubers, and legumes." 



Another and perhaps more basic cause was tht invention in 1S70 of the 
high speed Hungarian roller mill for the refining cf flour. Until then, cnly a 
semi-white, semi-refined flour could be produced by inefficient sifting 
through cloth, with not nearly so much loss of vital nutrients. Whereas the 
roller mill is extremely fast and precise in the separation of the various con- 
stituents of grain, which include fiber in the bran, vitamins, trace minerals, 
and the essential polyunsaturated fats. Until v^ry recently, most authorities 
considered this a marvellous invention. The snowy white flour can be elabo- 
rately manipulated by bakers, and it has excellent keeping qualities because 
there is no fat left in it to turn mncid and too few vitamins and minerals, as 
well as missing essential fatty acids, to support rampant insect life. The 
millers also made an additional profit selling the extracted c itrients, bearing 
the opprobrious name of "offals", to farmers for livestock feed. The short- 
lived livestock visibly flourished. But the long-term deterioration in human 
health was so subtle and gradual that it was half a century before medical 
science noticed the connection and still longer before it took any action. Even 
today doctors are trained primarily to put out the fires of acute disease rather 
than given basic education in nutrition. 

Over the years, however, many people must have sensed that their 
vigor and health could not be maintained unless they greatly increased the 
consumption of animal flesh and dairy products, since eating more of these 
foods substantially supplied the nutrientf which the roller mill had removed 
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from the anciect ceretl "sttff of life". Fortunately, or unfortunately, the 
Western world could afford the extra expense. It costs about $1,500 more per 
year for a family of four to eat the meat*and*dairy-based American diet 
comoared to the cereal-based Pritikin diet. 

It is now quite clear that physicians have been building their therapeu- 
tic house largely on the sand of the modern high-fat Western diet, instead of 
on the rock of the ancient low-fat, cereal-based diet. So it should come as no 
surprise that the present cost of degenerative diseases is staggering. For ex- 
ample, it is estimated that the annual U.S. cost of treatment and indirect costs 
o^ heart disease is $72.1 billion.*' 

How long have authorities believed that the diet of the average Ameri- 
can is too rich? Seven years ago, the Office of Technology Assessment of the 
U.S. Congress recognized that over-consumption of a "luxurious" diet produced 
major diseases: 



"Today we find that roost Americans die of degenerative 
diseases such as heart disease and cancer. The federal 
Government has failed to ad just the emphasis of its human 
nutrition research activities to deal with the changing 
health problems of the people of the U.S. Like the 
diseases of nutritional deficiency, the diseases of over- 
consumption appear insidiously in the population, usually 
in mid to late adult life. ... [they] occur in a setting of 
affluence and advanced technology which makes possible 
a luxurious diet"*^ [Emphases supplied]. 



In other words, it was time for Americans to be given information 
motivating them to exercise more restraint in the consumption of rich food, 
such as meat, dairy products, pastries, f rench fries, and other foods high in 
fat. Nutritionists commonly define rich diet as one high in fat and choles- 
terol." 

For at least a decade it has been generally accepted that blcod choles- 
terol levels below 150-160 mg% protect populations from heatt attacks. Anto- 
nio Gotto, professor of medicine at Baylor College of Medicine in Houston 
and president of the American Hea~l Association, stated in a U.S. Senate hear- 
ing in 1977, that "In societies where the plasma cholesterol ii under 150 to 160 
mg%, there is virtually no coronary artery disease or atherosclerosis".** He 
also stated that "If we lower the cholesterol count of everyone in the United 
States below 150, we could probably wipe out heart disease.*'^ Castelli stated 
in 1979, that "Diet could reverse coronary artery disease in 90 percent of the 
patients if we got everyone's cholesterol below ITO milligrams percent."** The 
Pritikin guideline for blood cholesterol is 100 plus age and not to exceed 160 
mg%. 

Authorities from the National Institutes of Health are now convinced 
that the high consumption of dairy products and meat, especially fatty meat 
from beef heavily fed on grain in feed lots, causes obstructive plaques to de- 
velop inside human arteries.** The development of plaques together with a 
derangement of the blood clotting mechanism (intimately related to the essen- 
tial fatty acids) causes clots to form on the plaques and f Tther increases ob- 
struction of the arteries.** These two bad effects are generally considered to 
be the major causes of our current epidemic of heart attacks, strokes, and 
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peripheral vtscultr disease. A closely related effect is a great increase in the 
incidence and severity of diabetes. Only now ar<; we beginning to scratch the 
nutritionai surface of many other chronic diseases, including hypertension, 
arthritis, some major cancers, gallbladder disease, appendicitis, constipation, 
and gout, in all of which the over-rich, unbalanced American diet plays a 
leading role. 

Dietary Rcvolvtloa In The Heart Institute 

In January 1984, the NatiocM Heart, Lung, Blood Institute announced 
at the "most heavily attended press conference in its history"*\ that its 10-year 
$150 million cholesterol study had established the general rule r.f thumb that 
for each 1% drop of blood cholesterol, a 2% drop in the risk oi fatal and non- 
fatal heart attacks was produced.*' Heart Institute officials also said, quite 
inaccurately, that for lowering blood cholesterol the best that diet alone could 
do was a reduction of 10-15%^, whereas the drug, cholestyramine^, which 
had been used in the Institute's study, could reduce it by as much as 25%.*' 

Why was this an inaccuratr claim of drug superiority? The reason was 
that Heart Institute officials over a year earlier ' ai given a paper** in Ljrope 
describing four "large-scale diet studies" lasting 2 '3 1 1 years in which diet 
alone had lowered blood cholesterol by 17% to 29%.*' By the Heart Institute's 
new rule of ^humb mentioned earlier, these figures are equivalent to a 34% to 
58% drop i% fatal and non-fatal heart attacks, as good or better than what 
cholestyramine had accomplished. 

This unjustified putdown of nutrition was carried in news media all 
over the country and even in Europe. Among the fifty press clippings col- 
lected by the Heart Institute** after its massive press conference, not one 
stated that diet could be more effective, and only three stated that diet was as 
good as drugs. 

For example, Newsweek carried a spectacular graph showing drug plus 
diet producing a profound drop in blood cholesterol, with placebo plus diet 
accomplishing practically nothing.*^ The New York Times Week in Review 
stated that "the men placed on the drug-and-diet regime had a mucn lower 
rate of heart disease than those who relied on diet and placebo."^ UP Story: 
"those who took a cholesterol -lowering drug suffered 24 percent fewer cardiac 
deaths and 19 percent fewer heart attacks than those who tried to lower 
cholesterol through diet alone."'^ An AP Dispatch: "high cholesterol levels that 
cannot be lowered by diet alone can be helped with drug therapy."'' CBS 
Evening News: "group recHving the drug had 19 percent fewer incidents of 
heart attacks"." ABC World News Tonight: "In every case, those on the drug 
had the least amount of h«iart disease.*'^ London Times: "The drug reduced the 
concentration [of cholesterol] in their blood by an average of 8.5 per cent ... 
But di>^ts only reduce the levels slowly, and in best cases by about 3 to 4 per 
cent."'* 

Time magazine, in its first one-page story in January wrote that 
cholestyramine cut the heart risk by 50%'*, and in its nine-page cc^er story in 
March quoted Robert I. Levy of the Heart Institute that diet could reduce it 
by only 'iO-30%.'^ 

In August 1984, however, in answer to my criticism that the Heart In- 
stitute had ignored its own review paper given in Europe on lowering choles- 
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terol by diet alone and had thus not given the public and its doctors an ac- 
curate account of the drug v. nutrition situation, the Institute prepared a Fact 
Sheet specifically answering this criticism and acknowledged that diet a' one 
'can he as effective if not more effective than drugs' for lowering blood choles- 
terol." 

In December 1984, we were pleasantly surprised to find a Consensus 
Panel of the Heart Institute charging down the nutritional track with 
"historic"^ findings and recommendations. First, the panel announced that 
the blood cholesterol of most Americans is dangerously high as a result of 
their very high intake of meat and dairy products.^ Second, to lower blood 
cholesterol drugs should be used only as a Vast resort' V Third, drugs should 
not be given unless accompanied by a strict low fat diet containing, if need 
oe, as little as 20% celories from fat." Fourth, the Japanese average blood 
cholesterol level (about 180 mg%, characteristic of their intake of fat at 20% 
of calories) is probably the goal at which Americans should aim.*' Finally, 
everv American over the age of two, whether well or sick from heart dis- 
ease , should make a lifetime change of diet, reducing the intake of total fat 
from the current U.S. averk3e of 40% of calories to 30%, saturated fat from 
16% to 10%, and cholesterol (which comes only in animal food), from 500 
mg/da" to not over 300 mg/dty." 

As chairman of the panel which made these recommendations, Daniel 
Steinberg, professor of medicine and director of the Specialized Center of 
Research on Arterosiosclerosis at the University of California San Diego, 
elaborated on these themes at the press conference with g. -at skill and 
erudition. 



"If you look at the cholesterol levels in Japanese, you 
find that on the average their cholesterol levels are much 
lower than ours, as if the whole curve had been shifted 
far to the left.** What we are suggesting is that their 
cholesterol level is right and our cholesterol level 
wrong." In other words, almost everybody in the U.S. 
has a higher cholesterol level than the people in Japan 
who have the highest levels in Japac. It's amazing ,hat 
the curves overlap only very slightly.** ... ore might siiy 
our goai ought to be to get levels that arr, in tact, like 
the Japanese. Well, that might be a suitable goal, but I 
think it's not a feasible goal at the moment at least, so 
we haven't opted for a radical recommendation, although 
one could support that for these theoretical reasons.** 
Well, I'm almost tempted to lay the lower (the blood] 
cholesterol the better. We*ve given these targets, but you 
can tell from what Tve told you about the ideal level, 
which is probably the Japanese level, that I wouldn't dis- 
courage any patient from getting below the target level, 
not at all. That would be fine.*^^** ... you may be right 
Ly your implication that we should perhaps have gone all 
the ^ay and say, let's get down to the Japanese levels. I 
think that woi'J be, first not feasible, in a single big 
jump from our present diet. And, second, it would mean 
extrtfH^ltting more than I think we are prepared to go 
right now with regard to changes. We want to go slow, 
and make sure that we maintain a nutritious diet, that 
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:e not endangering peoples* health, particularly that 
of the children, and hence this conservative recommenda- 
tion.-®* 



It should not be concluded that the Japanese are wholly satisfied with 
their 20% fat diet. For example, they have been concerned about the doubling 
of their incidence of diabetes in the period when the fat intake tripled. 
(See section on diabetes). 

Most authorities agree that the nutritional quality of a 10% fat cereal- 
based diet is entirely satisfactory, provided natural unrefined foods are used 
in reasonable balance. If, however, one tried to maintain this level of fat eat- 
ing the white flva. products with which food technology has long flooded the 
market, one would probably be forced btck eventually to the same plethora of 
meat and dairy products. These eaten in conjunction with devitalized grain 
products appear to be a better bargain for health, at least in the short run 
before what used to be called "inevitable*** arterial damage appears in most 
people on that diet 

Unfortunately, the December panel's "historic" recommendations got 
very little publicity in the news media. This was partly because they did not 
have the advance publicity, fanfare, and 39 display posters which character- 
ized the Heart Institute's elaborate press conference the previous January 
when the drug, cholestyramine, held th£ stage. Perhaps the news media quite 
reasonably judged that the country was satiated w^^h cholesterol-lowering. 
For example. Time magazine on the first go-around carried ten pages about 
cholesterol, including a cover story, in two issues *^'*', but gave only two 
columns of one page to the Heart Institute's second press conference which 
put drugs in the category of "last resort."** Admittedly, anoth^i problem is 
that the prospect of exercising more restraint regarding a rich diet does not 
have much appeal, especially if the public has no good information to moti- 
vate it. A rich diet is equated with man's triumph over 1 ar<* times. The fear 
of losing something in it indispensable for our active bruins and hands is 
matched by a passionate desire to justify the sensual pleasure of it. The use 
of drL.<s, however, implies that one can have a rich diet and health as well. 
The interference with normal bodily functions produced by drugs is consid- 
ered glamorous high teva?ology, while the refining and devitalizing of the 
staff of life is accepted as a routine feature of modern life. 

The only criticism that can be made of the Consensus Panel's 
praiseworthy recommendation of December 19S4, toward a ;ong overdue re- 
form of the American and Western diet is that the Heart Insti ute was still not 
telling the American public that its most powerful dietary option to control 
heart attacks and degeneration of arteries is not the 30% AHA limit on total 
fat the Panel recommended for tU Americans over the age of two. Nor is it 
the 20% fat-calorie diet of present-day Japan. The most powerful dietary op- 
tion is the 10% fat-calorie diet, half as much fat as the lowest diet the Insti 
tute has ever mentioned to the public - the diet used '^y ancient mankind, 
and still used by most of the undeveloped third-world countries which do not 
have our epidemic of heart attacks and various other degenerative diseases. 
Anybody can eat this diet without the supervision of a doctor and it is rou- 
tinely prescribed for everyone that comes to the Pritikin Longevity Centers. 
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HYPERTENSION 

An excess of ftt, sodium (priman* ' common stlt), protein tnd sugar in 
the diet and the comparative , low \nx <e of potassium characteristic of a 
heavy meat * have all t > shOf«- .o cause uypertension^, but fat and 
sodium are the most important factors. Most people appear to be sensitive to 
an excess of fat aid pei^tpi 25% sensitive to an excess of sodium. 

The most obvious way ii.^ which a high fat diet produces hypertension 
is an increased clumping of the red blood cells and platelets and consequent 
slowing of blood which can be seen in the microcirculation.^^ This impai.: 
the ability of the blood to distribute oxygen and other nutrients, and to pick 
up carbon dioxide aiid other waste products Letcher et al'°^'^"^ found that 
high blood pressure was associated wiih increased viscosity (decreased 
fluidity) of the blood, and studies by the Pritikin medical group have shown a 
reduction in whole blood and plasma viscosity as well as a decrease in red 
blood eel! agaretation, in hypertensives whose blood pressure dec<'eased on the 
10% fat diet.'"*"* 

Uf^DA fiod Fionish Studies 

James M. lacobx, director of the Western Human Nutrition Center of 
the U. S. Dept. of Agriculture, has shown in carefully controlled clinical 
experiments that reducing total dietary fat and increasiufc the intake of 
polyunsaturated versus Mturated fat (increasing the P/S ratio) lowers blood 
pressure.^*^''^ lacoi i*s work has been confirmed in two randomized and con- 
trolled studies conducted jointly by the USOA and FinL.nd Public Health In- 
stitutss.'^^®^ The average person who en'rred the studies was eating a diet 
with a P i ratio ct 0.25, meaning one-quarte ';s much polyunsaturated ns 
saturated fat. The study demonstrated that blood pressure dropped sigifi- 
cantly only in those who lowered their total fat intake from 38% to 23% of 
calories and increased their P/S ratio to 1.0 (twice the IJS average), ihus 
consuming an equal amount of polyunuturated and saturated fats. Those who 
cut their salt intake in half, bul did not drop their fat intake and did not 
increase their P/S ratio had no sigmricwnt drop in blood pressure. The 
authors concluded there wis an urgent need for non pharmacological control 
of high blood pressure. 

W))en the 10% t*at diet is used (lens :haii half as much fat as lacona 
used) together with a P/S ratio of 1.0, a mu.h greater drop in blood pressure 
can be obtaiu^d. In a Pritihin study of 268 hypertensive patients with 216 on 
antihypertensive drugs, 180 discontinued medication and lowered their blood 
pressure to 140/90. When 40 of these patients were contac:.d 3-4 years 
later, most were still off medication with blood pressures of 140/90 

In another study of hypertensives on the Prit'kin regimen, 85% of the 
patients who required medication when they began the regimen no longer 
nreded drugs at ter 4 wee*^s, and weight loss was not a factor in the lowering 
of blood pressure. These data were given to NHLBI *n 1977"^ and the ^:i- 
tikin group published confirmatory studies in peer-review ir'^dical journals in 
1983*" and 1985."* 



1/9 



176 



THE PRITIKIN PROGRAM AND HYPERTENSION 



11 



Drug fmphails by the Heart lastltute 



Despite the ftvortble results from diettry therapy, the National Heart, 
Lung, Blood Institute (NHLBI) has consistently emphasized drug th<?rapy. In 
the last t^/o years NHLBI has taken the unusual step of running regular 
advertisements in the popular news media, publicizing the view that '.Igh 
blood pressure is incurable"', and putting great emphasis on taking tiood 
pressure medications for the rest of one's iifc."*»"'."«.i" An outside 
contractor is employed to run this campaign, all paid for with taxpayer's 
mone 

The recommendations are aimed at more than 60 million Americans 
who have either been found to have elevated blood pressure (140/90 mm Hg 
or greater) or have reported being told by a physician that they have 
hypertension."' NHLBI also created a National High Blood Pressure 
Education Program that holds a national conference every other year. There 
are Coordinating Committees in every state of the Union."^ The Program has 
leclared the month of May as High Blood Pressure Month. 

Fifty different drugs are recommended by NHLBl tc be used in step- 
wise fashioD.^'^ If any one drug fails, another is added or substituted. But 
the popular thiazide diuretics cause elevated cholesterol and fats in the blood, 
increasing the risk of atherosclerosis.^*'^ Side effects of these or other anti- 
hypertensive drugs include gout, precipitation of diabetes, loss of potassium, 
marked hypotension, angina, sexual dysfunction, swelling of the breasts, fa- 
tigue, drowsiness, nasal congestion, asthma, insomnia, bizarre dreams, nausea, 
headache, fluid retention, and diarrhea. Liver damage may be caused by 
methyldopa and lupus may be c^"%cd by hydralazine. 

NHLBI considers hypertension the most common disease in the nation, 
and it can be calculated that if NHLBI's drug program were fully imple- 
u ^nted it would cost at least $20 billion/year."' 



Both the Joint National Committee and the Education Program are 
headquartered in the National Heart Institute, and the Report of its Joint 
Cbmmittee for 1984 shows just hov deeply NHLBI has immersed itself in drug 
tieatment. Twenty-three pages urc devoted to drug therapy, and only one 
page deals with non-pharmacologic methods. The latter are listed as weight 
^.^duction; decrease in the use of salt, alcohol, and tobacco; increase in exer- 
cis : ^nd behavior modification. There is no mention of reducing total fat. 
lacuna's work is mentioned but dismissed on the grounds that "There is not 
yet enough evidence concerning effectiveness of such a dietary change to rec- 
ommena "t for hypertension control.""' 

The nonpharmacologic m^^hod most strongly endorsed by NHLBI is 
weight reduction. Yet, NHLBI's .liance on weight reduction rests chiefly on 
a single study by Re*sin et al, done in Israel."^ In this study, weight 
reduction did result in some drop of blood pressure, but not enough to permit 
a single patient to get off antihypertensive drugs. As described above, 
Pritikin's results have been shown not to require weight loss. 

Physicians reading the Report <: the Joint Committee thus do not re- 
ceive encouragement to treat hyperten ion with any dietary measure except 



Full Dietary Treatment Neglected 




177 



THE PRITIKIN PROGRAM AND DIABETES 



11 



salt reduction, so the public is kept in almost complete ignorance of what diet 
can really do for hypertension. For mild hypertension, there is now wide- 
spread agreement that drug treatment Is harmful and unjustified. Even 
advanced hypertension should have a thorough trial of dietary therapy. Wal- 
ter Kempner at Duke University startled the medical world 30 years ago, 
when his famous rice diet saved the lives of patients with malignant hyper- 
tension and severe kidney disease, and it was also "ffectivr in the treatment 
of patients with diabetic retinopathy. His diet contained only 2-3% of 
calories from fat and no cholesterol. The advent of antihyper;ensivc drugs sti- 
fled the Kempner approach because drugs were so much easier to take and 
their long term harmful side-effects were not obvious. (See Kempner in 
section on diabetes). 

Americans use more drugs per capita than any other nation, an average 
of 12 different ones a year for every man, woman, and child in the nation, 
constituting a three-fold increase in the past 25 years.^'* The public and its 
doctors should be fully informed oi' the promise and accomplishments of the 
low-fat dietary treatment of hypertension. They should not be misguided and 
led to believe they can be careless with their diet end compensate for that 
neglect with a pill. 



A description of the Pritikin program for diabetes reqjires a more ex- 
tei !^e review. As mentioned earlier, at the turn of the century in Japan the 
int »e of fat *vas only 5% of calories. At this time, diabetes was so rare in 
Jap n that it was not even listed as a cause of death. This old clue suggests 
tha the chief cause of diabetes is the modern high fat diet ** the same as in 
the case of heart disease. Th'.re is also other old, more cogent, and equally 
neglectrd evidence. To this may now be added new studies holding out the 
remarkable promise that a \ery low fat diet, not ovfit 10% of calories, will ac- 
complish more in the long run for diabetics than even the discovery of in- 
sulin. 



Jat'^t: W. Anderion , chief of the endocrine*metabolic section of the 
VA Medical Cc^^ter asd professor of medicine and clin .al nutrition at the 
University of Kentucky College of Medicine in Lexington, and the Pritikin 
group^'^*^^, have both shown that when diabetics are put on the ancient diet 
of civilization, 50-75% of them can be taken off insulin and 95% off oral dia- 
betic drugs. 

In a study of 60 diabetic patients who attended the Pritikin Longevity 
Center's 26-day program, 21 of 23 patients discontinued oral hypoglycemic 
drugs. Of 17 others on insulin, fasting glucose wn^ reduced from !95 mg% to 
145 mg% and 13 discontinued insulin injections. In addition to the significant 
improvement in their diabetes, blood cholesterol dropped from 225 mg% to 1^2 
ing% and triglycerides from 284 mg% to 186 mg%, which reduced their risk ol 
vascular complications.^^^ 

A two tj three year follow-up study of another group of 69 diabetics 
at the Pritikin C-^nter showed gcod compliance with the nrogram and excellent 
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control of their diabetes. Only 7 had gone back on oral drugs anc^ 4 back on 
insulin. When the diets of the 16 who remained off oral drugs were compared 
with the diets of those back on medication, the only significant difference 
was the percent of calories derived from fat: 11% fat for those off medication 
and 17% fat for those back on medication.^^ 

How could a very low fat diet have this effect? Part of th * answer is 
that on practically every cell in the body there are specialized '.ittle pits, 
called receptors, which grab insulin out of the intercellular fluid and blood 
and pull it into the interior of the cell, where the insulin instructs the cell to 
increase its uptake of glucose (sugar) from the blood. Half of the receptors 
are regularly degraded and replaced by new recep-ors every 6-7 hours without 
a change in their total numbcr.^^^ A very low fat diet increases the number 
of insulin receptors and this makes the body cells more responsive, more 
sensitive, to insulin. Conversely, an excess of fat and less importantly of pro- 
tein (both typical of the rich Western diet), decmses the number of insulin 
receptors, the cellular uptake of insulin is reduced, and the cells become 
comparatively insensitive (resistant) to :hs action of insulin. As we shall see, 
this insensitivity is usually the earliest s?gn of the onset of diabetes. 

It is not known why bathing cells in excess fat decreases the number of 
receptors. Perhaps carbohydrate in the blood is the main stimulus for 
production of insulin receptors, and this stimulus is "decreased when the ratio 
of carbohydrate to fat in the blood (reflecting the ratio in tte diet) is 
decreased. 

iut most of this century in the affluent Western countries, the caloric 
ratio of carbohydrate to fat in the food has been nearly 1 to 1. In the ancient 
diet, this ratio is far more favorable for the preservation of sensitivity to in- 
sulin, since the ratio is 7 or 8 to 1 (70-80% carbohydrate, 10% fat, and 10-20% 
protein). 

A variety of other receptois are also affected by diet. For example, 
preliminary studies by Frohlich^" have suggested that an excess of sodium in 
the diet may increase the number of beta receptors in the heart which respond 
to hormo. es oi the adrenaline type. The importance of receptors has recently 
been highlighted by the award of the 1985 Nobel prize for Medicine to Drs. 
Michael Brown and Joseph Goldstein for their work on the cellular receptors 
for cholesterol carried t>Y low uensity lipoprotein (LDL). Here again, a high 
intake of fat initiates pathology. The higher tbv level in the diet of saturated 
fat and/or cholesterol, the greater the suppression of manufacture of LDL re- 
ceptors. LDL then builds up in the blood, leading to atherosclerosis in the 
proportion of the population, perhaps ^0%, which is susceptible to atheroscle- 
r'^sis on a high-fat diet.*** 

In the late 1800*s, von Mering and Minkowski showed in dogs that 
destroying the pancreas produced all the symptoms of diabetes. In 1922, Bant- 
ing and Best isolated the hormone, insulin, from the Pancrers. Since insulin is 
destroyed in t^ie intestinal tract, it must be given by inj ction, and it has 
saved the lives of countless severe diabetics who otherwise .nvariably died in 
a few years. There seemed to be no question that the essential cause of dia- 
betes wa» an i. i*ry to the pancreas which impaired its ability to produce in- 
sulin, although just why and how the pancreas was damaged was not known. 
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Soon tfier the discovery of insulin, however, a few tlert clinicians no- 
ticed that much more wis involved in diabetes than a mere inability to pro- 
duce insulin. Despite the administration of insulin, a slow but severe damage 
to the vascular system usually proceeded in diabetics, and patients often be- 
came less sensitive to insulin. In effect, the use of insulin in severe diabetics 
converted a quickly fatal disease into a chronic vascular malady, letting dia- 
betics survive long eitough to suffer blindness, gangrene, kidney failure, neu- 
ropathy, and cardiovascular disease. There is very little convincing evidence 
that the use of insulin has lessened this progressive damage.^^ 

As in the case of narcotic tolerance, the use of insulin tends to dull its 
effect. Somogyi^^ in 1949 emphasized the fact that large doses of insulin in 
diabetics produce a need for yet higher maintenance doses. "A vicious cycle is 
thus set off, leading to severe, often unmanageable, f jrms of diabetes." Thus, 
insulin is a two-edged sword. It is sometimes indispensable, but at the same 
time it raises the requirement and there is the constant risk of overdose forc- 
ing blood sugar down to shock levels. 

About 90% of diabetics (not the 1 0% of diabetics who have the severe 
juvenile type) usually have enough insulin in the blood and frequently an ex- 
cess« although at times of great stress, si ch as surgery, they mry not be able to 
produce enough. This was shown by Reaven and others"*'"^^** at Stanford 
in 1970, following the discovery by Yalow and Berson^^ in 1960 of the im- 
munotsuy technique for accurately measuring insulin in the blood. Appar- 
ently, in coping with cellular insensi ivity, the pancreas produces an excess of 
insulin and is overworked in the process. Blood sugar stays above normal 
because even the excess of insulin cannot quiu meet the challenge of insensi- 
:ivity. Stocks and Martin found such insensitivity in 12 of 25 diabetics 
within a month of their diatLOSis of diabetes. Insensitivity is also commonly 
found in oidinary obesity , and can be returned toward normal in 80% of 
obest' persons simply by the elimination of overeating. A major factor in 
overeating, of course, is a high intake of fat. 

Insensitivity to insulin is often found also in nondiabetic patients who 
have vascular disease. John Yudkin, professor of nutrition at Queen Eliza- 
beth College of the University of London, cites studies indicating that the 
raiued blood levels of insulin "may be an early stage, if not the earliest stage, 
in the development of coronary disease." This link of insensitivity streng- 
thens the view that an excessive intake »^ fat is the prime cause of both dia- 
betes and coronary heart disease. 

Yet most diabetes specialists toct^y ignore the role of a high fat diet 
and regard diabetes as a mysterious disease the cause or causes of which are 
usually unknown.^^^^' J. Stuart Soeldner, acting director of research at the 
Joslin Diabetes Foundation in Boston, has named heredity, viruses, and au- 
toimmunity as the three most likely causes of diabetes.^^ 

Since much more than a simple lack of insulin is involved, diabetes has 
come to be an "umbrella" term^^' for persistent high levels of blood sugar asso- 
ciated with serious disease affecting the vascular and nervous systems of the 
heart, kidney, eye, extremities, and other organs. The classic symptoms and 
signs are thought to be largely produced in the end by one of two ways or by 
a combination of both: (a) a destruction of the beta cells of the pancieas 
which produce insulin; (b) a decrease in the sensitivity of all cells in the body 
to insulin. 
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1 he destruction of the beta cells is most severe in the juvenile type of 
diabetes, now called Type I, or insulin-dependent diabetes mellitus (IDDM). 
This destruction can be caused by many kinds of stress, including viruses, 
bacteria, chemical poisons, and autoimmune reactions to physical and mental 
exhaustion. The beta cell destruction and decrease of sensitivity to insulin in 
these diabetics is usually so great that Insulin must be administered to prevent 
serious illness or death from the eventual breakdown of body tissues. An ex- 
traordinary example of chemically caused diabetes occurred in 1975 in the 
U.S., Korea, and Japan from the accidental consumption of the rat poison 
pyriminil. Four years later it was withdrawn from the market.^^ 

The adult-onset type of diabetes is now called Type II or noninsulin 
dependent diabetes (NIDDM). Such diabetics are usually obese, but not al- 
ways, and constitute 80-90% of all cases of diabetes. Their main difficulty is 
insensitivity to insulin. The category of "non-insulin dependent", however, is 
actually a misnomer, since many of these diabetics, especially lean diabetics, 
do require insulin or oral diabetic drugs^^^. However, by using the ancient 
diet of 10% fat, most of these diabetics, even the lean ones, can be taken off 
insulin and oral drugs.*"'"*-*" 



Some diabetic experts claim that more progress has been f^hieved in 
understanding diabetes in the past decade than in all the previous fifty years 
since the momentous discovery of insulin by Banting and Best in 1921."' Ac- 
cording to Ronald A. Arky, chief of med*cine at Mount Auburn Hospital in 
Cambridge, Massachusetts, The past 10 years have been a golden age for dia- 
betes research."*" 

But has it been a golden age for diabetic patients? Stephen Podolsky, 
chief of the endocrinology and metabolism section of the Boston Veterans 
Administration Outpatient Clinic, paints a grim picture of the disease: 



Diabetes, with its complications, is now the third leading 
cause of death in the United States, accounting for over 
300,000 lives annually. Diabetes decreases life span by 
approximately one-third. Approximately 10,000,000 
Americaas now have diabetes. Because of its hereditary 
nature, and because it is a family oriented disease, dia- 
betes indirectly affects 50,000,000 Americans. In this 
country more than 600,000 new cases of diabetes are di- 
agnosed each year, and the incidence of the disease is in- 
creasing by 6% a year. Diabetes is now the leading cause 
of new cases of blindness, and diabetics are 17 times 
more prone to kidney disease tnd over 5 times more 
prone to gangrene. They are twice as prone to heart dis- 
ease and stroke."' 



According to NIH, the cost of health care directly attributable to dia- 
betes in 19S4 was S13.S billion.*** The incidence of diabetes has been steadily 
increasing world-wide. The number of diagnosed diabetics in the U.S. was 2 
million in 1952, 3 million in 1967 (2% of the population)"', and 9 million in 
1979 (4% of the population).*** The chronicity and vascular complications of 
diabetes render it one of the most crippling diseases. According to a drug an- 
alyst for the brokerage firm of Kidder A Peabody, therr are 20 million dia* 
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betics worldwide, vith t potential market for antidiabetic drugs of $1.5 bil- 
lion; and this marl'.et is growing by about 800,000 new diabetic patients a year 
in the U.S. alone."* 

It is estimated that eventually 10% of the population will be diabetic, 
and some authorities say 25%.^^ Diabetes is considered th^ third-ranking 
cause of death in the U.S., but may really rank higher than this. It a diffi- 
cult to judge in how many of the 550,000 coronary deaths a year diabetes 
plays a major oart. Federal statistics show that for the year 1968, di<ibetes 
was mentioned on 126,639 death certificates, but only on 27% of them was di- 
abetes listed as an underlying cause of de%th."^ 



Epidemiology is the study of the distribution of a disease and its 
determinants, and it has provided powerful clues leading to high dietary fat 
as the chief cause of diabetes, just as it doe* for heart disease. The incidence 
of diabetes has long been associfted with affluent societies which could af- 
ford luxurious food. In primitive societies, diabetes and the closelv linked 
atherosclerosis and coronarv heart disease are all quite rare."''^*'* *^ Ac- 
cording to T. L. Cleave, a British naval surgeon with extensive foreign 
medical experience, "Diabetes is practically unknown amongst the ordinary in- 
habitants of, for example, China and India, only occurring there in the 
wealthy inhabitants that live on the Western type of diet", and has not been 
reported in Bushmen, Hottentots, Laplanders or Australian aborigines. The 
major difference in their dieU from that of the affluent West is a high 
consumption of unrefined complex (starchy) carbohydrates and a low 
consumption of saturated fat and tota! fat. Again, this is essentially the diet 
of ancient civilization. 

With rega'-d to the increase of diabetes in the Third World, Arthur 
Teuscher^"*, chanuian of l syaposium at the 1 1th Congress of the Interna- 
tional Diabetes Federation, stated that diabetes is linked to increasing migra- 
tion from rural areas to cities, and is associated with a change in diet and a 
more sedentary life style. 

We referred earlier to the recent recommendation of our National 
Heart Institute that Americans substantially lower their dietary fat strongl f in 
the direction of the Japanese level. Information from S. Tsuji of the Ko*>c 
University School of Nfedicine and other Japanese and Korean authorities^''' is 
illuminating. As the Japanese diet and life style have become more Western* 
ized, the incidence of d'.abetes has steadily increased, by more than tenfold 
from 1947-80; and the mean fasting blood sugar levels of employees in Tokyo 
enterprises have incr ased year by year.^** By 1957-1960, using sensitive 
diagnostic methods to pick up "very mild cases of diabetes," the incidence was 
1.5% of the population. In 1919, the death rate from diabetes was 2.9 per 
100,000, and by 1968 had increased to 6.3. In 1919, the Japanese intake of fat 
was 4.7% of calories; in 1960, 11%; in 1965, 15%; and in 1967, 17%. These fig- 
ures from Tsuji and others show that over this period the diabetic mortality 
joubled as the fat intake went up threefold. 

According to Jean Mayer^**, formerly prof euor of nutrition at the Har- 
vard School of Public Health and now president of Tuf <s College, a Japanese 
with diabetes is usually allowed about 350 gram of carbohydrate and 30 gram 
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of ftt per dty. Assuming a 1,600 calorie diet, this content of fat is about ^7% 
of calories. 

Tsjji reported that Chinese medical customs are similar to those of the 
Japanese, and that in Taiwan, frou 1957 to 1966, the mortality from diabetes 
rose by 57%, from 1.62 to 2.54 per 100,000 deaths. In the period from 1945 to 
1968, the percentage of calories from fat also more than doubled, from 7.8 to 



Tsuji regarded diabetes as follows: 

Civilized daily li^'e is considered to promote the occur- 
rence of diabetes. 74iting too much and reduced physical 
exercise are the two main calamities of our civilized life 
we are now astonished at the astronomical number of 
diabetics in the civilized world. The introduction of civ- 
ilized life among the Asian people is slowly progressing 
evrrywhere, but at a different tempo. This circumstance 
is thought to be related to the varying epidemiological 
pattern of diabetes in Asia. 

The Japanese people are not particularly immune to dia- 
betes ^ The nutritional state ^f the people, whicli has aE 
intimate relationship to diabetes, has changed and it still 
changing m iapnn, accompanying the increase in the 
grots national produ':t after the War, and the daily inuke 
of calories, fats anc animal proteins are gradually in- 
creasing The Dutiitional habits and the way of living 
of the Japanese people are now becoming more and more 
westernized every year. 

A British authority^^ agreed: 

d: ibetes is a disease of the prosperous ... like obesity and 
atherosclerosis ... likely to arise in predisposed persons 
who eat *oo much and exercise too little. 



For good health in general, and especially for diabetics, the carbohy- 
drate in the diet should be largely of the unrefined, fiber-rich, complex 
(starchy) type as contained in whole grains and vegetables, rather than simple 
carbohydrates or refined complex carbohydrates as in white bread. Recent 
studies"^*^" have shown that fiber has the unique property of slowing up the 
absorption of carbohydrate, and thereby retarding the rise of blood sugar and 
insulin after a meal. This eases the strain on the beta cells of the pancreas, 
which then do not have to produce large and sudden increases of insulin dur- 
ing digestion. 

As with a diet low in fat, a diet comparatively low in protein also pro- 
tects cellular sensitivity to insulin. In rats, a low protein diet renders them 
much more r.asitive to insulin and with lower levels of fasting blood sugar. 
The reverse is true cn a high protein diet.^^ Similarly in man, a high protein 
tliet overworks the pancreas to produce large amounts of insulin, equal to or 
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exceeding the stimulus from glucose, and hypoglycemia may result.^^^ In un- 
developed countries where diabetes is rare, the intake not only of fat but also 
of protein ii much lower than in Western countries, and the intake of veg- 
etable fiber ii three or four timet higher. 

The nature, function, and even the definition of fiber in food is 
presently climbing out of a confuted state in the field of nutrition and 
pathology. Fiber in food no longer meant timply the ttring-like strands visi- 
ble in meftt or vegetable food, but also incSudes innsible structural materials in 
all cell wallt. Fiber in plant food it not digettible by the endogenous ucre- 
tiont of the intestinal tract, but it broken down by enzymes secreted by cer- 
tain bacterial inhabitants of the intestines which play an important role, 
among other functions, in the control of cholesterol metabotism.^^ 

Until about ten .rM ago, visible vegetable fiber in human food was 
generally considered v '^cessary and often undesirable roughage. Even 
though it alleviated con:tipttion, it was considered often too coarse for the 
human intestinal tract. It was not appreciated that the fiber held water in its 
interstices forming a gel and ^as actually more protective and curative for 
the intestinal lining than fit)er*poor food, except in cases where intestinal 
pathology due to lack of fiber has become so far advanced that resupp ing 
fiber in the food is not enough to effect a cure.^^ 

Fiber wiis known to contain a good deal of desirable trace minerals, 
but the coarser whole-grain bread with all its original fiber still had an infe- 
rior status, as if it were something like coarse homespun which civilization 
had fortunately left behind in its continued refinement of the elegant human 
race. At mentioned earlier, the invention of the high tpeed roller mill in lg70 
made pouible the removal of most of the fiber from grains. 

In the US. a century ago, five times more fiber was consumed, and to- 
day rural Africans, who have practically no coronary heart disease, diabetes, 
cancer of the colon or a variety of other gastrointestinal diseases common in 
the West^'^, eat six times more fiber than Americans.^^ The usual Western in- 
take of dietary fiber is about 15 gm/day, but this can be easily increased 
four- or fivefold with a variety of foods available on the market today.^^ 
There is now overwhelming evidence that ample vegetable fiber is indispens- 
able to human health. 

T. L. Cleave, of the British naval service, was primarily responsible in 
the last ten years for moving the medical profeuion (as distinct from the lay 
public which moved earlier) out of an unquestioning acceptance of refined 
foods. For this, just before his death in 1913, Cleave was awarded the Harben 
medal from the Royal Institute of Public Health^*' and thi Gilbert Blane 
medal for ival medicine from the Royal Colleiies. Havins observed the diet 
and health of people in many parts of the world. Cleave^" wrof. ^. powerful 
and provocative paper in 1956, unfortunately published in an obscure naval 
medical journal, entitled The Neglect of Natural Principles in Current Medi- 
cal Practice". This was followed up with several recent books^^^ which 
convincingly linked the overconsumption of refined food to coronary heart 
disease, diabetes, and other diuases. 

In 1941, while Mnior medical officer on the battleship King George V, 
Cleave reported his use of unprocesMd whert bran to alleviate the widespread 
constipation aboard naval ships caused by white bread and the relative dearth 
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of vegettbles tnd fruit, especially during wtrtime.**^ In his preoccupation 
with the serious shortcomings of refined food, however. Cleave saw little 
harm in the current high intake of animal fat in the Western world. His de- 
fense of this at least served the useful purpose of helping to hold back an un- 
critical substitution of polyunsaturated vegetable oils which at high intakes 
have hazards of their own, such as an increased inc-H^-nce of gallbladder dis- 
ease™ and cancer. '•••'■^ 

Cleave inspired other English doctors, especially Burkitt*"'''^ and 
Trowell^"***' to pursue further studies on the importance of unrefined fcod. 
Both Burkitt and Trowell had worked for many years with natives who were 
on primitive diets in Uganda and dlo ^ot have coronary heart disease and 
Western gastrointestinal diseases ihey were thus prepared to appreciate the 
full force of Cleave*s epidemiological arguments. Burkitt carried the message 
in many lectures in (he United States ten years ago. Nathan Pritikin was 
aware of their work, and bot^ Burkitt and Trowell have been on the Board f>f 
Medical Advisers of the Pritikin Research Foundation sinc«^ 1975. Burkitt, for 
whom Burkitt*! lymphoma is named, was particularly interested in the protec- 
tive effec* against cancer of diets high in complex, fiber-rich carbohydrates 
and low in fat, while Trowell pursued evidence that lack of fiber was an im- 
portant factor in the etiolugy of diabetes and coronary heart disease. 

In addition to acting as a special food for bacteria which exert some 
control over cholesterol metabolism, fiber provides a sensation of satiety 
v'hich tends to curb over-eating. The water-holding bulkiness of fiber pro- 
duces a regular movement of more liquid contents through the intestine which 
prevents constipation. Relatively dry hard masses do not accumulate in the 
colon, especially in the normal diverticula. Carcinogenic substances are di- 
luted and do not linger so long against a particular area of the delicate mu- 
cosa. Lack of dietary fiber is heavily involved in the causation of a wide 
variety of gastrointestinal conditions which include constipation, gtUbladder 
disease, ant* disorders, irritable bowel syndrome, appendicitis, diverticulitis of 
the colon , Crohn's disease***, and cancer of the colon. All these conditions 
are rare or absent in the natives of Africa and other undeveloped countries on 
their low fat, higL ibe^ natural diet. 

The many roles of dietary fiber in relation to health are but one more 
exkM >le of the interlocking network of functions with which the human ani- 
mal ii »s adapted to the food in its environment over eons of time. We now see 
more clearly the risk of disturbing our ancient relationship with natural food 
produced by our passage th v jgh the evolutionary sieve. 



In view of the strong epidemiological associc.ion of diabetes with a 
high fat intake, it is uctonishing that Wester** tertbooks on diabetes have made 
so little mention of even the possibility that a high intake of fat might be a 
cause of diabetes. Beitrand Lowenstein's excellent oook for his diabetic pa- 
tients published in 1973 was a rare exception.**^ This lack of interest is prob- 
ably due to the reluctance of Western civilization to face the idea that there 
could be anything wrong with its rich and tasty diet high in fat."* 

The usual recommendation of diabetes specialists today regarding fat 
seldom goes further than the standard recommendation for heart patients, that 
IS. to cut down from the usual American figure of 40% to 30-35% of calories 
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from fat, evenly divided between monounstturtted, polyunsnturated, and sat* 
urated fat, and even this recommendation is made with an eye only on the 
atherosclerosis to which diabetics are exceedingly pro.ie. Some diabetic clinics 
allow an uncontrolled fat intake, so long as body weight is controlled.^^ 

The 1978 e<!ition of the Joslin Diabetic Manual^^ stated that a diabetic 
may have 40% of his calories from fat, although it adds that "in recent years, 
the tendency has been to preccribe diets tha^ are more generous in carbohy- 
drate (45 to 50% of calories) and lower in fa..' But this increase in carbohy- 
drate is still far below the Pritikin level of 80% and the level in countries 
where the incidence and severity of diabetes is low. 

Note that all calories come from either fat, carbohydrate, or protein, 
and thr^ simple arithmetic determines that when the total calories and protein 
are kept constant as is usually the case, calories from fat go down as those 
from caibohydrate ^k, up, and vice versa. 

The 1971 edition of Joslin*s Diabetes hfellitus^^, a large textbook of 
over 880 pages, was quite extravagant in its praise of fat: 



The Vainc of Fat to the Diabetic, in the first 20 years 
of this century, fat provided f' more than 40% of the 
divl/Ctici patient*! calories, it is surprising how readily 
individuals would eat two or three times this amount. 
Far more significant is the fact that our Quarter Century 
Victory Medal Diabetics, with their sound bodies and su- 
perb eyes and arteries, were exposed in the first few 
years following onset of their diabetes to diets propor* 
tionately much higher in fat than those of today . 



it would be hard to find a more unscientific, rapturous, promotions! 
statement than thii What are the pertinent numbers? What did the "Victory 
Medal Diabetics" really eat? This statement has apparently bsen deleted from 
the next and latest (1985) edition of the book, but the authors* tolerance o^ a 
high intake of fat has scarcely changed. Although the new text mentions tiie 
current recommendation of the American Diabetic Association'^ of 30% of 
total calories from fat, the text states that the Joslin Clinic uses "a little more 
fat ... 30 to 49% fat with adjustment for individual needs."'^^ Note that up to 
33% more fat is considered "a little more." 

The 197) Joslin text defended its enthusiasm for fat partly on the 
ground of a needed content of essential fatty acids: 



Fai, once ve*ued chieily for its high caloric value 
in the diabetic diet nov^' has a more important 
place since it hn% bttn determined that the lack of 
certain esseutial fatty acids results in genuine 
nutritional vieficiency, and therefore a small 
amount of fat is esseutial. Probably about 35-40% 
of the calories in the average American diet is 
provided by fats although this varies widely. 



This linking of total fat with a sufficiency oi essential fatty acids 
(EFA) is an inadequate view of the situation, because a large amount of in- 
discriminate dietary fat does not guarantee an adequate intake of EFA. 
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Furthermore, even tfter ingestion of EFA their utilization may be depressed 
ivhen there is heavy competition from an excess of non-EFA fats (saturated^ 
monounsaturated, and non-EFA polyunsaturated fit), all of which compete for 
the limited supply of fat-metabolizing enzymes in the body.'^''*^'***'*^ 

In ihe ancient diet, the EFA suffer much less competitive inhibition 
from other fats, because the total fat is low and the polyunsaturated/saturated 
fatty acid ratio (P/S) is high, 1 or more, compared to the U.S. average of 
0.4. Hugh Sinclair, pru/essor of nutrition at Oxford, believes that the ratio 
of EFA to non-EFA in the food is much more important than the actual di- 
etary amount of EFA.*^ There is also competition within the EFA, between 
ttnoleic and linolenic acids, so there may be some advantage in consuming fats 
with a ratio of linoleic to linolenic near the normal ratio in human fat of 
10:1. This ratio in food oils ranges from soy oil, 7:5; olive oil, 11:1; corn oil, 
70:i; safflower oil, 159:1; and sunflower oil, 198:1.*^ 

The EFA (including their derivatives which our bodies do make, by 
lengthening the carbon chain of the EFA) are very important constituents of 
practically every cell in the body, especially in the brain, nervous and vascu- 
lar lystema. They have a wi'Je range of functions as companionr of choles- 
terol in cell membranes. When not sufficiently available, the body substitutes 
inferior fatty acids in place of the EFA, with subtle and far-reaching deterio- 
ration in function. The EFA are also the starting point for synthesis of the 
newly discovered prostaglandins which exert profound control over many bod- 
ily functions, including the clotting of blood. Research has been active in 
Europe exploring the role of linolenic acid and its derivatives (known as the 
Omega-3 family from the position of the first double bond in the carbon 
chain) which appear to prevent blood clots in the coronary arteries (coronary 
thrombosis). For example, Sinclair^ has long been interested in the 
Greenland Eskimos who have a prolonged clotting time and rarely have heart 
attacks on their native diet of teal and fish. Their diet has a high content of 
fat and cholesterol, but its EFA are dominated by the linolenic acid family. 
A similarly lengthened clotting time has been produced in controlled 
experiments on Europeans by feeding them a diet high in the linolenic acid 
group. Senator Weiker has been urging a reluctant NIH to conduct research 
on the health benefits of fish oils.'^° 

Holman'^^ thirty years ago pointed out that in diabetes the requirement 
f r EFA is greatly increased, related to the rapid turnover of fat in that 
disease. Presumably, inadequate utilization of EFA from competitive in- 
hibition on the customary Western diet high in fat also plays a role in both 
diabetes a:iv cardiovascular disease. 

The question has often come up as to which fatty acids are essential 
and how much of them we need. Acccrding to the majority of authorities 
worldwide, the EFA are linoleic acid and linolenic acid, although in the U.S. 
there has long been a tendency to consider linoleic acid as the only EFA. 
Perha».i this has been partly du<* to the problem linolenic acid has posed for 
the food industry, in that its greater unsaturation makes it deteriorate much 
more easily. The food industry often solves this problem by hydrogenation 
(frequently stated on food labels), that is, converting some of the EFA, 
especially the linolenic constituent, into r saturated fat. 

Various studies in both animals and man have concluded that the re- 
quirement for EFA ranaes from 0.5 to 5% of total calories, depending on 
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,g,,ii,,i3.,u s^^^ ,uthoritie5''»"«'«'''"*'«'» estimate that the EFA 



requirement for adult mm is about 100 mg/kg body weight/day. This 
amounts to about 2.5% of total ca:cries On the ancient diet of IC'/o fat with 
lesv cotnpetition from other fats, it may well be thai the EFA are better 
utilized and that a lesser intake of them will suffice. 

The remarinble uncertainty about the EFA requirement is well shown 
by the recommendations for infants which vary from 0.5% of calories (Alfin- 
Slater and Aftergood**) in the U.S., to 5% of calories, ten times as much in 
Holland."* Crawford'" in England believes that infants may benefit from as 
much as 4.5% of calories. 

Svennerho'm'" in Sweden considered the levels in pooled breast milk 
in that country, amounting in percentages of total calories to 3.5% for linoleic, 
1.2% f.r Hnolenic, and 0.5% for arachidonic, to be suboptimal for EFA; and 
yet infant mortality in Sweden is among the lowest in the world. Bemsohn"^ 
of the Neuropsychiatric Research Laboratories of the VA hospital in Hines, 
Illinois, called the low levels of Hnolenic acid in American breast milk 
"particularly striking." 

Dramatic evidence of the essentiality of Hnolenic acid was obtained by 
Hoiman"*'"^ in an unusual case of a 6-year old child which lost most of its 
intestine from a gun-shot wound wnd had to be fed exclusively by the intra- 
venous route. In this child, the requirement for Hnolenic ac*<1 needed to re- 
verse obvious sigas and symptoms of neurological and other pathological 
malfunctions was 0.5% of calories, the snme as that for the rapidly growing 
tissues of the female rat. Note this is only for Hnolenic acid. The 
requirement for the Hnoieic acid component of the EFA is five to ten times 
more."' Also, the requirement of either is more efficient by intravenous 
administration since that avoids what may be considerable destruction of the 
EFA in the intestinal tract.'" 



The phenomenon of resistance to insulin caused by a high fat diet in 
both diabetics and normal persons has been known for fifty years, long before 
insulin receptors were discovered. But so great has been the devotion to the 
modern luxurious high fat diet by both the public and diabetes experts alike 
that fat largely escaped present-day incrimination as a major cause of 
diabetes until Nathan Pritikin arr'ved on the scene. The astonishing history 
of this is worth considerir" since only by knowing where diabetes science has 
been can wc fully sense where it mav 

Tiie damage caused by exceuive dietary fat was recognized in the 
1920's and I930's by Geyelin"*, Sansi?m"*», and Sweeney"* in the XjS.: 
Adlersbcrg and Porges"' in Germany: kabinowitch"»'""'"»'"»'"'."*^.»« in 
Montreal; and Himsworth Mi4<s.S4a^ -^^ England. These pioneers are now 
nearly forgotten advocates of a high carbohydrate, low fat diet for diabetes. 
In 1935, the opeuing words of one of Himsworth's papers'^ were that "// is 
now securely established that the glucose tofsranee of a healthy individual is 
determined by the composition of the diet which he has been receiving.* In the 
same year, Geyelin had concluded that the increased effectiveneai of insulin 
on a high carbohydrate diet was 'chiefly dependent on the degree to which fat is 
curtailed.* [Our emphases]. 



History of Low Fat \m Diabetes 
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Rabinowitch 



Beginning in 1930, the papers of Rabinowitch showed a remarkable 
grasp of an enlightened treatment of diabetes, as valuable now as when they 
were written almost fifty years ago, and quite prophetic of the trend today 
which Nathan Pritikin has pursued so effectively. Rabinowitch treated thou- 
sands of diabetics in his clinic at the Montreal General Hospital, and 
gradually shifted his dietary regimen from one high in fat in the years 1923 
to 1926, intermediate in fat in 1927-1930, and finally to the diet which he 
found most successful: one high in carbohydrate and comparatively low in fat 
(20-24% of calories), and calories also reduced for the purpose, he said, of 
always keeping the patient in a lean condition. His original papers have to be 
read to appreciate the depth of his scholarship and skill. 

To make sure his diabetic patients were not embarked on the vicious 
circle of receiving too much insulin, producing insensitivity to insulin, and in 
turn requiring more insulin, Rabinowitch began treatment of all but the most 
severe diabetics with what he called a "ladder" regimen. Foods and fluids of 
little caloric value were given for three days, followed by a gradual caloric 
increase on a low fat diet, with insulin only as needed. In this .^ann^r, the 
patient's sensitivity to insulin was not damaged by excessive fat, and in the 
ensuing months his carbohydrate tolerance on the low fat diet almost 
invariably improved. 

Rabinowitch's program probably faded out because of a general lack of 
knowledge about the importance of crucial nutrients in unrefined complex 
carbohydrates little used in that day. Nevertheless, the success he had in the 
treatment of diabetes came from his appreciation of many fundamental 
hazards facing the diabetic whlct are the subject of active research today. 
For example, he recognized the danger of using insulin to overfeed the 
diabetic, the loss of sensitivity to insulin produced by excessive dietary ''at, 
the improvement in protein metabolism when dietary fat is kept to a 
minimum, and the need for exercise to improve carbohydrate tolerance. 



The work of Rabinowitch wns experimentally confirmed and enlarged 
in controlled clinical experiments by Sir Harold Himsworth'^ at the Uni- 
ve*"''*y College Hospital in London beginning in 1934. He seems not to have 
been aware of Rabinowitch's work since he did not refer to it. Himsworth 
explored the relationship of fat an'* carbohydrate. He showed that feeding a 
high fat, low carbohydrate diet for a week to healthy young men produced a 
startling loss of tolerance to carbohydrates, shown by the glucose tolerance 
test. 

Himsworth'^' proved in his controlled experiments that increasing the 
fat in the diet at the expense of carbohydrate decreased a patient*s sensitivity 
to insulin, thus increasing the amount of the hormone that had to be injected. 
When he injected insulin into healthy young men on a high fat diet, their 
blood sugar did not drop as low as when they were on a high carbohydrate 
diet. In other words, on the high fat diet the body cells were more resistant 
(less sensitive) to the effect of insulin. From his experiments on men and 
animals, Himsworth concluded: 



Htnsworth 
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Those ditbctic cODditioni which bring tbout improve- 
ment of lugtr tolertnce are alwtys tssocitted with tn 
increased luiceptibility of the organism to insulin, whilst 
those which cause impairment of sugar tolerance are in- 
variably accompanied by a decreased susceptibility. 

It is now securely established^that the sugar tolerance of 
healthy individuals was impaired by administering a low- 
carbohydrate high-fat diet, whilst it was improved when a 
high-carbohydrate low-fat diet was taken. [Emphases sup- 
plied). 



In a careful statistical study of 143 diabetics and 25S controls, 
Himsworth found that the majority of diabetics prior to the onset of diabetes 
preferred diets containing an excessive proportion of ftt compared to the 
controls.*^ 

It has taken almost fifty years to get even a slight acceptance of 
Himsworth*s view that the abiUty of the body to control the level of sugar in 
the blood constantly changes in response to the proportions of carbohydrate 
and fat in the diet. We mw know the role of the dynamic receptor 
mechanism. But this is scarcely as im|)ortant as altering our procedures in 
diabetes to conform with what we have already known for fifty years about 
the hazards of excess dietary fat. 



No account the use of a low fat diet in the treatment of diabetes 
should overlook the famous rice diet introduced by Walter Kempner at Duke 
University in 1939. Kempner designed his diet for the treatment of advanced 
nephritis an<f hypertensive cardiovascular discard, but he also used it with 
great succes* in severe diabetes and stubborn obesity. 

The diet contained 2-3% of calories from, 5% from protein, low salt 
(2$0-400 mg/sodium/day), no cholesterol, and 2,000 calorics. 50% of its 
calories came from table sugar, and the other ingredients were only white 
rice, fruit, and /ruit juices« supplemented with multivitamins and iron. This 
austere diet, with only a third the fat and one-half to one-third the protein 
compared to the varied and palatable Pritikin diet, was eaten with unprece- 
dented benefit by Kempncr's desperately ill patients for years at a time. 

Kempner had his eye not on the very low fat content of his diet, but 
primarily on the low protein, in order to spare damaged kidneys, and on the 
discovery by Otto Warburg (whose auistant and associate Kempner had been) 
that kidney function could be reversibly or irreversibly altered by chanaes in 
the oxygen conr^atration of the blood. Kempner's working hypothesis'^ was 
that a failing kidney was like an oxygen-starved kidney, unable adequately to 
excrete the breakdown products of animal protein. He reasoned as follows: 



...the ordinary mixr.d diet may ccatain constituents which 
increase the production of these 'abnormal*, harmful sub- 
stances by the diseased kidney cehs. 

Si^arting from this working hypothesis, we have tried to 
compensate metabolic dysfunction by replacing the 
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ordintry mixed diet with a diet limited to rice, sugtr, 
fruit, tnd fruit jt.lces, lupplemented by vittmins tnd 
iron. [Italics in original). 



Thus, Kempner theorized that the end-products of vegetable protein 
would be much easier than those of animal protein for the injured kidneys to 
excrete. He may have chosen rice because of its bland nature, rice-broth 
being an old demulcent remedy for diarrhea. He used .hite rice, but held 
that any kind would do, perhaos because vitamin supplements could replace 
many of the nutrients present in unrefined rice. Salt was reduced to a 
minimum. AUen'*^ more than a decade earlier was the first to describe the 
beneficial effect of a low sodium diet for hypertension, but as Skylar points 
out Allen's observations were not generally accepted until ICempner's work 
appeared. 

Beginning in 1939, ILempner's diet produced spectacular results which 
astonished physicians all over the world.^' Unusual improvement and some- 
times cure took place in patients critically ill with malignant hypertension, 
far advanced kidney disease, serious heart disease, diabetes and diabetic 
re< QOpathy, and extreme obesity.**' Many months or several yek«j of the diet 
were often required for these results, but never before had any treatment 
been effective in malignant hypertension: "Patients who at that time would 
have died in all other hospitals had a reasonable chance of survival if they 
came unde. ICempner*s care."^ Today, knowing the interlocking nature of 
these diseases, we can understand the scope of therapeutic benefit produced 
by the rice diet, very low ir fat, cholesterol, and protein. 

Blood sugar and insulin re'fuirements in diabetes fell, arterial pulses re- 
turned in peripheral vascular disv x, blood cholesterol and triglycerides fell 
precipitantly, cholesterol-containing xanthooias of the skin disappeared^, and 
iucorrigible obesity was corrected. ICempner was also one of the first to urge 
exercise in the treatment of cardiovascular disease. 

ICempner methodically followed up the unexpected effects of the diet 
on various systems of the body. In many of his patients, there was a reversal 
to normality of essential hypertension, cardiomegaly, electrocardiographic 
abnormalities, hemorrhagic exudative retinopathy, and failing kidney func- 
tion.'**»'** 

ICempner*s results in diabetic retinopathy (documented with many im- 
pressive retinal photographs) were extraordinary. In a series of 44 patients 
with 'specific' retinopathy (aneurysms; punctate, preretinsi vitreous hemor- 
.*'hages; waxy exudatss; retinitis proliferans), there was progression of lesions 
in 9 cases; improvement in one eye but progression in the other in 7; no 
change in 15; improvement in 13. In 19 cases in which the patients had 
hyperteniive, arteriosclerotic or renal retinopathy (papilledema, hemorrhages, 
exudates, venous thrombosis), the lesions progressed in 3, did not change in 5, 
but improved in 1 1 cases. 

ICempner minced no words about the difficulty of his rice diet, as may 
be read in his second paper on the subject. It was, he said, monotonous, doe« 
not taste good, and can never become popular. It must be eater, quite a whii 
before its full effect becomes apparent. It becomes worthless if modified to 
please the patient's tasie before such time as substantial improvement has 
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occurred, and strict adherence must be re-instituted if laboratory evidence of 
disease recurs. There is," he said, *only one excuse for sucb therapy: it helps." 

Kempner found that depending on the patient's progress, the rice diet 
:ould be eventually and cautiously modified to include vegetibles, small 
tmountk of lean beef, chicken, liver, or a few eggi. 

Note the discipline required for the remarkable success of this regimen. 
It is IS if the deranged metabolism of serious illness could not get out of its 
rut and back on the road of health unless it were shaken up by a major aud 
sustained change of the internal environment, the reflection of a major and 
sustained change of diet. This kind of discipline can often be obtained only 
in a controlled eiivironment, as in the Pritikin Longevity Centers and their 26- 
day sessions. That length of time has been found practical and effective not 
only for substantial metat>olic rearrangement, but also for educational and 
psychological preparation to continue an improved lifestyle of diet and 
exercise. 

Kempner's results were soon widely confirmed.'" Why, then, did not 
his rice diet of fifty years ago, low in fat, cholc:tcrol, protein, salt, and 
calories immediately become a great starting poknt for determined restriction 
of these dietary constituents in the treatment of both ctrdiovascular disease 
and diabetes? 

There were several reasons. Medical astonishment was closely matched 
by medical disbelief and pessimism. Hadn't this work come out of Duke 
University, notorious for its fascination with extrasensory perception? How 
could thf^e be a t'uture for such a strange diet? The use of vitamin and 
mineral supplements suggested that it was an inadequate diet on which to live 
for the rest of one's life. And would not most patients rather have almost any 
disease and risk death than follow such a diet? It seemed unreasonable to 
both doctors and laymen to deny patients a wide range of apparently 
wholesome American foodi, especially at a time when much more information 
was comiag in about the benefits of vitamins and trace minerals. Kempner's 
rice diet became a regimen that a rare diabetes specialist might use only as "a 
measure of desperation* (see section on Kelly West below). 

The final blow to interest in Kempner's diet was the almost 
simultaneous discovery of the marvels of sulfonamides and penicillin, which 
saved many otherwise hopeless cases of infectious diseases. These successes 
inspired chemists in the drug industry to synthesize an avalanche of new 
drugs. In the forefront were powerful new antihypertensive drugs, which 
lowered blood pressure quickly and were far easier to administer than a rice 
diet. 

The pendulum was swinging irresistibly away from common sense to 
high technology, pampering the hope which springs eternal in the medicating 
breast that by administering some added chemical, we can enjoy a luxurious 
diet. But this means that drug toxemia is added to fat toxemia, and decades 
may pass before we discover prohibitive side effects of a drug. The temp- 
tation is strong, even in chronic conditions where there is time for delib- 
eration, to use drugs recklessly without first making an intelligent effort to 
correct a faulty lifestyle. 
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Fryltg Ptt or Fire 

Fifty yetrs tgo, if trying to eat more ctrbohydrtte tnd less ftt ts rec- 
ommended by Rabinowitch tnd Himsworth, tnd essentitlly limited tt thtt 
time to refined grtin products ts the mtjor source of ctrbohydrtte energy, a 
diabetic simply could not be adequately nourished for an extended period of time. 
Decretsing ftt while incretsing refined carbohydrttes wts jumping out of the 
Trying ptn of excess ftt into the slow tnd subtle fire of not enough vittmins, 
trtce minertls, fiber, tnd essentitl fttty tcids. The ditbetic pttient tnd his 
mentors were unknowingly trtpped between the devil of htrmful ftt tnd t 
set of emtscultted carbohydrties. 

We ctn see now thtt this dilemmt trose simply from t thoughtless tnd 
reckless ttmpering with food in its ntturtl sttte. Contempltting this distster, 
Cleave"* liked to quote Horace: "You mty drive out Ntture with t pitchfork, 
but she will ever huiry btck to triu=:ph in stetlth over your foolish con- 
tempt" 

Ditbetes specitlists ever since htve been in the stae predictment ts 
hetrt specitlists, trying to tr^tt the diseties of their specitlty without mtking 
t significtnt chtnge in the over-rich diet of the Western world. As mentioned 
etrlier, their thertpeutic house hts been built not on the rock of the tncient 
ntturtl diet of civilized mtn, but on the stnd of trtificitUy refined ctrbo- 
hydrtte^ tnd 9n excessive inttke of ftt. 

lew Ff< Dlcti: Forty Qtlcscciit Yctrti 

For tlmost forty yetrs tfter the work of the early pioneers, only spo- 
rtdic tttempts were mtde to use t low ftt diet in ditbetes. During this time, 
the most significant work wts reported iu 1955, by Singh"^ from Indit. Singh 
^td t great advantage, awareneu of which is not indicated in his report: he 
worked in a part of the world where low fat diets, often associated with vege- 
tarianism and therefore high in fiber, are much more common than in the 
West. Singh referred to Rabinowitch and Himsworth, and put 80 insulin-de- 
pendent diabetics on a diet of ]]-]2% fat, 27-30% protein, and the balance 
carbohydrate (character not described), and confirmed what constitutes the 
revolution in the treatment of diabetes today. After a» much as 18 weeks on 
this diet, all but 12 patients could be taken off insulin entirely, ^nd for the 
remainder the dose was substantially reduced. Glucose tolerance and fat 
tolerance improved, but "unless the low'fat diet is kept up for a long time, the 
diabetic tendency reappears Sut it can be recontrolled With improvement in 
symptoms, the glycosuric condition, and general health in a short space of 3*6 
weeks, most patients did nU mind the comparatively slight inconvenience of 
adjusting themselves to the low/ i diet and were fully cooperative." [Emphases 
added]. 

The importance of Singh's experiments and conclusions can hardly be 
over-emphasized. He recognized the labile nature of diabetes and its relation 
to excess dietary fat. He emphasized the pcrsist^**''e with which the diet had 
to be followed in order to achieve his remarkable results. He pointed out the 
ease with which his Indian patients adhered to a regimen of only 11-12% fat. 

Most Western authorities still cannot accept the idea that such a low in- 
take of fat is reasonable and practical. For their patients, and no doubt for 
themselves and kindred as well, they have long built their therapy around the 
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Western rich tnd luxurious diet of 40% calories from fat. Singh's success with 
his patients, who stayed with equanimity on a diet as low in fat as the Pri- 
tikin diet, also throws doubt on the criticism of NIH authorities that 
Americans would not give up their present rich diet long enough to get any 
benefit from a diet of 10% fat. 

This criticism was first made by Robert I. Levy, Director of the Na- 
tional Heart, Lung, Blood Institute, after sending a team oi experts to observe 
the Pritikin Center in Studies, however, have since shown**^'*'*'*' 

that compliance with the program after a person leaves a Pritikin Center is 
50% or better. This is surprisingly good considering the difficulties of pursu- 
ing a 10% fat-calorie diet in a cultural milieu where health authorities do so 
little to make it known, much less encourage it. As mentioned earlier, 
government health authorities have never told the public about the option of 
a 10% fat diet 

Most people, after a thorough trial, find the very low fat, low choles- 
terol diet palatable, and with food of high quality often come to prefer it. 
Time is needed for the taste buds to recover from the previous habitual on- 
slaught of excess fat, sugar, and salt - rather like ears recovering from the 
high decibels of hard rock music and again able to appreciate more moderate 
sounds. 

A few years after Singh's work. Van Eck*^ and Ernest*^ tried 
restricting fat in the diet of diabetica to about 10% of calories for periods up 
to 2 1/2 years. However^ information about the nature and fiber-content of 
the carbohydrate wh*ch they used was scanty or not recorded. In general, the 
diabetics did surprisingly well in their experiments. There was improvement 
in retinopathy and a lowering of blood cholesterol took place, with no in- 
crease in the requirement of insulin. 

One of the few papers suggesting a dietary etiology of diabetes ap- 
peared in 1972, entitled "Can Diet Be Responsible for the Initial Lesion in Di- 
abetes?* Significantly, it came from the heart of Africa where low dietary 
fat and high complex carbohydrate are the rule. The authors were Wapnick et 
al*^ at the Godfrey Huggins School of Medicine in Salisbury, Rhodesia. They 
tested three groups of men: African cleaners, African students, and Europeans. 
The range of diets covered native, intermediate, and Western types. They 
found, as one would expect, that fasting blood sugars and glucose tolerance 
tests (GTT) verged toward the diabetic type the more one moved from the na- 
tive diet high in complex carbohydrates and low in fat to the reverse of this 
diet as used by the partially Westernized students and Europeans. 

Wapnick found that blood insulin values during the GTT were the low- 
est in the cleaners^ higher in the African students, and still higher in the Eu- 
ropeans. One may conclude that the natives, who have a low prevalence of 
diabetes on their customary diet, keep their blood sugars low and under ex- 
cellent control, and do not need to secrete much insulin for the hormone to 
perform its functions in tissue cells which retain their normally high sensitiv- 
ity to insulin. 



In 1973, a remarkable paper appeared entitled "Diet Therapy of Dia- 
betes: An Analysis of Failure," by the late Kelly West^^ professor of medicine 



"An Analysis Of Fatlart" 
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at the Univenity of Oklthomt. West eloquently described the filtering tt- 
tempts of ditbetes specialists to absorb the lessons of the past with respect to 
the advantages high carbohydrate, low fat diets. But as usual in the spe- 
cialty of diabetes, hit primary emphasis was on carbohydrate, and in the ex- 
cerpts below we have put the concomitant change of fat in brackets as a cross 
reference, and also italicized two key phrases: 



In 1949, as a measure of desperation, I prescribed a rice 
diet for a severe diabetic with malignant hypertension. 
Although dietary carbohydrate was increased approxi- 
mately three fold [thus decreasing fat threefold], there 
was no increase in insulin requirement. Like many other 
physicians who bad this experience, I was reluctant ei- 
ther to accept fully the implications or to follow up the 
findings adequately ^ In the proceu of preparing a pub- 
lication of this "discovery," I was surprised to find that 
very similar experiments had been done before 1935 by 
Himsworth, with the tame results. Ofer and aver again, 
this phenomenon had been rediscowered and subsequently 
forgotten or disregarded, [Emphftsis added]. 

I hope that the evidence cited above and the authorita- 
tive endorsement of diets containing more liberal 
amounts of carbohydrate [leu fat] will lead phy.lcians to 
reconsider their dietary strategies. But history has shown 
that it is extremely dirficult ^or physicians, dieticians, 
and patients to give up the notion that carbohydrates are 
bad for people with too much sugar in their blood. To 
most it just does not seem logical that carbohydrate 
would be so well tolerated. 

West pointed out the difference in the diet of the undeveloped coun- 
tries associated with leu damage to the biood vettels: 



The large [biood] veiteis of the diabetics who have lived 
in disadvantaged conntriet, and who have received little 
or no medical attention, usually look much better than 
those of our patients who have had the "advantage" of 
consuming the traditional diabetic diets of North Amer* 
ica and Europe. 



Regarding the connection between obesity and diabetes. West stated 
that in affluent societies most diabetics are fat people, that weight reduction 
has a "profoundly advantageous effect" increasing the desirable sensitivity to 
insulin, and "thus, in some ways, the problem of achieving weight reduction is 
the most important challenge in the therapy of diabetes." But West failed to 
mention that in populations around the world it is those who have a low in- 
take of dietary fat and a high intake of unrefined carbohydrates who have 
the least problem with obesity. 



Misunderstandings and Uncertainties 
About the Effects of Carbohydrates 
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West pondered the disinterest of diabetic specialists in dietary therapy: 

I suspect that a major reason for the de-emphasis of diet 
therapy is the insecurity of physicians with a method of 
thirapy concerning which they know little*. [Emphasis 
added]. 

West went so far as to characterize thr reluctant de-emphasis of diet as 
"prejudice" on the part of Western diabetic xperts. The tide, however, was 
beginning to turn, quite pouibly in no small degree due to Weit'i forthright 
criticisms. 

In 1974, Gulati, Rao a£d Vaishnava^ in New Delhi, referred to 
Singh's work of twenty years earlier, and announced thry were forsaking their 
usual 30% fat diet for diabetics, because they got better results with a 15% fat 
diet. They also mentioned that there was clear evidence that Asiatics on their 
traditional ctrb<^drate-rich diets "have a significantly lower incidence of 
vascular lesions , compared with American and European patients on 
traditional diets." Note again the preference for designating the diet in terms 
of curbohydrate rather than fat, a diversionary practice which started almost 
with the discovery of sugar in the urine and which strongly persists to this 
day. 

Baird and Strong*^ in 1975, emphasized the importance of restricting 
fat in the diet lOr diabetics, but they allowed a very wide range of fat. They 
stated that the diet should be restricted ia energy, relatively low in fat, rela- 
tively high in protein and starch, and sucrose should be omitted. This recom- 
mendation of leu than 40% fat-calories or 50-150 grams of fat per day was 
too lo^ to be effective. The average U^. consumption today is about 160 
grams^* With 9 calories per gram of fat, 150 graou of fat amount to 45% 
fat-calories on a 3,000 calorie diet, and 54% on a 2,50C calorie diet. 

In the tame year, Douglas*" reported that increasing the raw, unpro- 
cessed foods in the diets of 2 diabetics greatly decreased their insulin re- 
quirements. Jacobson and Hastings'" a year later, using a high fiber and pre- 
dominantly raw food diet (which tends to be very low in fat), reported per- 
forming the very unusual feat of taking a brittle ("juvenile" type) diabeiic 
first off 80 units of insulin and tuen off oral diabetic drugs. They had similar 
results with 2 other diabetics. One of these patients claimed he found "nuts, 
oils, seeds, loy beans, peanuts and whole milk toxic to his system." All these 
foods, of course, are high in fat. 

In 1977, Farinaro, Stamler, and colleagues'^^ quoted with approval part 
of West's "over and over again" paragraph cited above, and described their 
experiments on 150 grossly obese coronary-prone men, in which a decrease of 
total dietary fat, from 40.5% to about 32%, improved glucose tolerance. 

The authors referred to much other research showing the favorable ef- 
fect of high carbohydrate low fat diets on glucose tolerance: 



These data are supplementary to, and fully in accord 
with, observations that have been accumulated worldwide 
for more than half a century. [Emphasis added]. 
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They cited Himsworth*s expcrimenti, but did not mentiO!^ his Itst pa- 
per ^ which described the simultaneous sharp drop in the British intake of 
fat aod in diabetic mortality during World War II, and Himsworth*s suggestion 
that this evidence was consistent with the theory that the ingestion of fat 
caused diabetes. 

Farinaro et al pointed out that decreasing saturated fat and cholefterol 
'almost inevitably leads to a decreased proportion of total fat in the diet", and 
that scientific organizations concerned with both diabetes and cardiovascular 
disease are moving toward a diet which is: 



moderate in toul fat ^ effective both for long-term 
reduction of elevated serum cholesterol, triglycerides and 
weight and for maintenance and enhancement of prog- 
nostically favorable platma glucose levels ^ These devel- 
opments - aspects cf the continuing efforts to bring the 
coronary epidemic under control * may already be play- 
ing a role in the welcome downswing in VS. mortality 
rates from coron iry heart disease and all cauMS in recent 
years. 



Htre again, we have the gingerly approach to the awful thought, which 
very few medical scientisu since Himsworth Mem to have expressed frankly, 
thit high dietary fat common in the VS. and other Western countries may be 
an important cause of diabetes. 

By 1980, perhaps typical of the position in which diabetic specialists 
found themselves is a quotation from Ronald M. Arky^, professor of 
medicine at Harvard Medical School and a past-president of the American Di- 
abetes Association. He referred to the "the lack of substantial progress in the 
treatment of this disorder for over 50 yean ^ the marked increase in the 
prevalence of the disorder in the yean 1965-1973*, but goes on to say that *In 
fact, the perpetual controveny about the relative quantities of carbohydrate 
and fat is superfluous.* Yet, in his conclusion, he emphasized that the plasma 
cholesterol of diabetics should be controlled (no levels given), and that the 
vr^iest way to. do this is an "emphasis on foods with lower fat content*. 

So far as a high fat diet is concerned, Arky deprecated this only be- 
cause it represented *concentrated calories*, and he allowed fat to the extent 
of 35% of calories. More recently, he wu quoted*^ as recommending slightly 
less fat (30-35%), but reiterating that the most important determinant for all 
types of diabetes is the number of calories consumed, not the amount of 
protein, fat, or carbohydrate; that diabetics should consume the same foods 
eaten by other family members; and that only simple carbohydrates need to be 
limited. 

With regard to increasing carbohydrate and decreasing fat, no diet can 
permanently succeed if it neglecu a single link in the chain of indispensable 
nutrients, which includes vitamins, trace minerals, essential fatty acids, and 
dietary fiber. Sooner or later the body will subtly rebel, and signal its rejec- 
tion of ourconsumptioHy and/or unnatural foods, and/or improper proportions of 
the constituents of foods by the development of ostensibly mysterious diseases. 

Subtle diseases are understandably very difficult to recognize when the 
causal circumstances have become a wsy of life. In the U.S. and other West- 
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ern countries, not only t/e refined foods almust universally consumed by the 
public, but they also constitute the stock<in-trade of diets used in almost all 
medical research. Furthermore, the most elaborate and best financed medical 
research is conducted or controlled by the federal government, which finds it 
difficult to criticize and regulate the largest industry in the country — the 
production and distribution of food. This industry, for variouj reasons, has t 
heavy financial stake ic refined foods. They have a longer shelf life. They 
are less susceptible to chemical spoilage (for example, a lower content of the 
very labile polyunsaturated essential fats), and to consumption by insects 
which, like humans, have difficulty living on them. As a result of the selec- 
tive breeding of plants, various agricultural technioues, processing, storage, 
and other practices aimed primarily at economic efficiency, the flavor of 
many modern foods is intrinsically insipid or otherwise unattractive. To 
counteract this as well as make the food more attractive, the industry has 
drifted into adding salt, sugar, fat, and artificial flavors, which tend to cover 
up any basic inferiority. The public as a whole is but little aware of these 
practices and their serious effect on health. The swing to natural, wholesome, 
unadulterated food has only just started. 



Over the years "^mall numbers of diabetic patients have greatly bene- 
fited from a diet in which fat was *ow, even 3% of calories as in the Kempner 
die^ But no large scale trial involving a diet containing as little as 10% of 
calories in fat got under way until 1976, when Nathan Pritikid started his 
Centers. By using an unrefined very low fat ciet, he remedied the 
insurmountable defect in the diets of Rabinowitch, Ilimsworth, and Kempner 
of almost half a century ago, and fully confirmed and enlarged what was 
found by those pioneers and their contemporaries. 

Before Pritikin established his Centers, his initial success with ft few 
aiabetics was so unusual that in an effort to persuade diabetes establishments 
to try his diet, he contacted various universities and clinics. Stanford Univer- 
sity was interested, but informed him he would have to pay the cost, which 
would be $30,000. Pritikin asked for 60-90 days to raise the money, but after 
he had done so was informed that in the interim other research projects had 
intervened and that his project had too tow a priority to be undertaken. Sub- 
sequently, Pritikin offered the money to the University of Washington anu to 
the Sansum Clinic in Santa Barbara but to no avail. Pritikin gave copies of 
his monograph, "Diabetes: Prevention and Cure*, to the chief investigator at 
these institutions in the hope of arousing interest. The monograph included a 
review of the work of Rabinowitch and Kimsworth and had been submitted 
without success in 1973 to a publisher of medicr.l books. 

In March of 1974, Pritikin presented his concepts at a joint meeting of 
the International Academy of Metabology and the American Academy of Med- 
ical Preventics in Miami. This, together with an announcement in the Journal 
of the AMA'^, aroused enough interest so that he had soon enlisted some 
thirty physicians around the country to try his program on their patients. 

In April, Pritikin read a report of a talk given by James W. Anderson, 
chief of the endocrine-metabolic section of the VA Medical Center and 
professor of medicine and clinical nutrition at the University of Kentucky 
Medical College, at a symposium on carbohydrates in Atlantic City. Since 
1967, Anderson had been working on the reaction of normal people and dia* 
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betic patients to increased carbohydrate in the diet, using the usual American 
diet of refined foods, to which he added table sugar or glucose to increase the 
total of carbohydrate. Essentially, he repeated the e;:periments of Himsworth, 
but used higher doses of simple carbohydrates over longer periods of time and 
measured bleed insulin by radioimmunoassay which was not possible in 
Himsworth*s time. 

In 1973, Anderson'^ had reported, just as Himsworth had shown almost 
forty years earlier, that a diet high in refined sugar or glucose either did not 
impair or else actually improved the glucose tolerance test (GTT) in a group 
of 13 normal young men, and that this effect extended to extremely high in- 
takes of these simple carbohydrates. His control diet was a typical American 
diet of carbohydrate at 40% of calories, fat 43^b, and protein 17%. 

With regard to incriminating dietary fat, Anderson at this time went so 
far as to remark that The observed deterioration [of the GTT] seems to be 
related to the high fat content of the diet/ but his main conclusion was the 
same as Himsworth*s, simpiy that a high sucrose diet leads to improvtment of 
the glucose tolerance in normal subjects. 

Pritikin suggested to Anderson that they collaborate on the use of the 
Pritikin diet in a controlled study on Anderson*s diabetic patients. This was 
done at the VA hospital in Lexington, Kentucky. Pritikin drew up a protocol 
for the study and arranged for its funding. The protocol specified that calo- 
ries would be allocated to protein 12%, fat 10%, and complex carbohydrate 
7g%, later modified to protein 16%, fat 9%, and complex carbohydrates 75% 
In 1976, Anderson^ published a report of the 13 diabetics in this study. 
Since then, in many other studies Anderson has been using this 
diet, which he has named the HFC (high-carbohydrate, high-fiber) diei, and 
he has settl'i^d on a composition of protein 19%, fat 11%, and carbohyc'rate 



After an initial period on 11% fat-calories, Anderson's policy is to relax 
the fat restrictioi. lO as much as 25% calories from fa' in diabetics who can 
tolerate it, but he finds that even as little as 20% may not be low enough ini- 
tially to produce "an optimal response\ for example, a 50% drop in insulin re- 
quirements. With regard to the more severe problem of lean diabetics, workers 
both at the Pritikiu Center'"*'" and Anderson'" have published studies 
demonstrating that on an approximately 10% fat diet, 75% of lean diabetics 
can be taken off insulin in 4 weeks, without any change in weight. Over 
periods of lg-20 months, Anderon has not had to restart insulin, even on lean 
diabetics. 

Pritikin used a diet of lesr than 10% fat in 60 patients, consisting of all 
the Type 11 diabetics, including Ig lean diabetics, who had attended ^is 
Longevity Center over a five-month period, whereas Andenon used an 11% 
diet in 15 selected lean diabetics. It remains to be determined whether 
Anderson's relaxation of the fat restriction from 11% to as much as 25% is as 
^afe from the standpoint of the vascular complications of diabetes as Priti- 
kin's restriction of fat to 10% or less of calories 

.As mentioned earlier, the insulin resistance of obese diabetics is usually 
attributed to the obesity, because it regularly improves when they lose 
weight"**'^. But the majority of lean diabetics also have insulin resistance 
which also improves on a fat diet of approximately 10% of calories. This 
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suggests that insulin resistance in both obese and lean diabetics is really due 
to the ingestion of too much fat, just as it was originally proposed by pioneers 
in the fielo fifty years ago. 

Since the publication of Anderson's data, the American Diabetes 
Association (ADAWor the first time in fifty years has now changed its 
dietary guidelines . During most of that time, the ADA had restricted 
carbohydrates and allowed fat ad lib. The new ADA guidelines recommend 
up to 60% complex carbohydrate and as little as 20% fat As usual, actual 
figures for the touch> subject of fat are net given, so one has to make a 
simple calculation to arrive at the actual percentage of calories for fat. For 
example, the ADA guidelines state that 12-20% of calories in the diet should 
come from protein, with 50-60% from carbohydrate, and "fat should make up 
the difference." Taking the highest figures for protein and carbohydrate, 20% 
and 60% respectively, simple calculation shows that one would be left with 
20% fat. But a figure that low seems to b^ incomprehensible or incredible to 
specialists in the field. Friedman^' in Goodhart A Shils* textbook of 
nutrition, has interpreted the ADA recommendation as suggesting 30-38% fat- 
calories, and the anonymous authoritic*; upon whom Newsweek recently relied 
came up with a figure for its readers from the ADA of 30-35%**^ According 
to the ADA guidelipes, simple sugai should still be avoided, and the "starches 
should be 'complex* carbohydrates such as rice and cereals." Perhaps advice tc 
avoid tabfe sugar and u!^ cereals was about the heaviest shock which the 
diabetes establishment could bear. 

Anderson served on the ADA Committee which laid down these new 
guidelines, but was apparently unable to persuade the Committee to say 
anything about what might be accomplished by a diet as low in fat as 1 1% of 
calories, which is the level he uses to get 75% of lean diabetics off insulin'^. 
Even though the ADA for fifty years had advocated a high intake of fat of 
40% calories or more, along with a severe restriction of carbohydrates, it still 
refused to accept or acknowledge the responsibility for this error. For 
example, speaking through a reviewer in an issue of Diabetes Care: 



A high carbohydrate diet of high fiber content has been 
recommended by many investigators for meal-planning 
programs in the treatment of diabetes. It *nust be 
emphasized that this concept is not revolutionary. It was 
enunciated many decades ago by Himsworth (Clin. Sci 
1:3, 1933 and others). [Their reference, ou^ emphasis]. 



Thus, the ADA disparaged the low fat diet on the astonishing ground^: 
that it had been known since 1933! As if to avoid facing or accepting this 
dietary revolution, the ADA took the position that the revolution, then or 
now, is trivial. What the ADA did not say is that for all this time it had ig- 
nored Himsworth and his contemporaries and that the ADA had been the 
strongest force against the adoption of a diet any lower in fat than the usual 
Western diet of 40% of calories. 

Mann'^ of John Radcliffe Hospital in Oxford recently stated that "it 
is no longer justifiable to prescribe a low-carbphydrate diet for matL 'ity-onset 
diabetes". H. C. R. Simpson and others^^ at the Diabetes Research 
Laboratories c'^ Oxford, have concluded that a high carbohydrate leguminous 
fiber diet improves all aspects of diabetic control, and that restriction of 
carbohydrate is unnecessary and may well be preventing both insulin- 
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dependent and non-insulin-deoendent patients from achieving better control 
of their diabetes. 

In the Simpson studies, thvre were five times as much fiber in their 
experimental diet, achieved by the use of wholemeal bread and beans, 
compared to the control diet (97 gm vs. 17 gm). Their experimental diet was 
18% fit, with a P/S ratio of 1.1, while the "traditional diabetic diet" they used 
as the control was 40% fat with a P/S ratio of 0.3. The total blood cholestetol 
on the experimental diet was significantly lower in both kinds of diabetes. 

Simpson and Mann had joined the ranks of the few recent authorities 
making reference to Himsworth's wor^ of fifty years ago, but th^re w(.;i still 
strong skepticism about ho«r much could be accomplished for diabetes by a 
diet high in complex carbohydrates and low in fat. In 1980, they stated that 
"We know of no published data suggesting that truly insulin dependent pat- 
ients can have their insulin withdrawn as a result of any dietary modiication." 
[Italics theirs]. This statement was made before Anderson's report'®^ on the 
use of the 11% fat, complex carbohydrate diet for the withdr&^al of insulin 
in lean diabetics. 

Much hangs on th^ir definitions of "truly" and of "dietary modifica- 
tion". On the one hand, the damage to the isleis cJ* the papcreas niay, indeed, 
be too great ever to permit the withdrawal of insulin therapy. On the other 
hand, what might be the reparative effect of therapy continued for years, if 
need be, as Kempner did, using a diet really low in fat? As to modifications 
of diet, how wedded are modern medical investigators to the processed foods 
of today? Finally, how many treatment regimens lasting for years will be 
carried out with Kempner*s or Pritikin*s dedicatiop? 

The wave of the future for thf low fat, high fiber diet in diabetes was 
recently indicated by DeLawter*** when he referred to Anderson's HFC (high 
fiber, high carbohydrate) diet for diabetes as "the ultimate in dietary manage- 
ment." He further stated: 



Certainly the carbohydrate restricted diets we so often 
hear mentioned for the diabetic patient further upset the 
metabolic state and tend to increase body lipids. Except 
in the mildest type 11 diabetic patients, the "free diet" 
approach must be condemned. A new era of the proper 
meal plan in the management of the diabetic patient is 
gradually becoming appreciated. 



In summary, what Pritikin, Anderson, and others have done in the last 
ten years was simply to put diabetic patients on the ancient, natural, low fat 
and high compie : carbohydrate diet of the te.^hnologically undeveloped 
populations, where diabetes has long been known to be absent, rare, or of 
mild degree. 

Recent experimental work on a breed of Chinese hamsters which 
invariably develop diabetes, has added dramatic evidence in support of the 
view that a high intake of dietary fat is a prime cause of diabetes. Mark 
Connell and George Oerritsen'^ in the Upjohn Laboratories, said to have the 
only colony of Chinese hamsters in the world which predictably produce 
diabetic offspring, have found that mainuining these animals on a low fat 
diet of 9% calories will postpone the onset of diabetes indefinitely. Even 
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feeding ^ low ftt diet for t short time permanently lessened the severity of 
the diabetes and delayed its onset. 

Most startling of all, feeding the dams a diet either high in fat (25% of 
calories) or low in fat (9%) determined the severity of the diabetes in the off- 
spring. With dams on the low^ftt diet from conception onward, and with their 
pups continuing on this die^ iroughout their lives, the pups remained 
clinically normal and did ^evelop diabetes although they did show 
abnormalities in glucose tolert <t. 

The signi^'icance of these findings fcr human diabetes can hardly be 
over-estimated. They indicate that in diabetes, just as in heart disease, cancer, 
And a great many other diseases, a weakness or pred*spositi3n with respect to 
a disease may be inherited, but environmental factors (in this case a high fat 
diet) may be of overriding importance. A high fat diet probably constitutes 
an abnormal burden on the bodies of most people. It m^ght be compared u 
the burden o( driving a car 100 miles an hour. At this speed, any hereditar)' 
unfitness for this burden would be likely to come to the fore and precipitate 
an accident 

In genetics, as in most thing*, there is usually h trad which 
enables Nature to keep an eye out for the future c^edi of humanity, or to 
warn us of undesirable cultural trends. The disadvantage of a predisposition 
toward diabetes is likely to be offset by some other desirable quality, just as 
lack of a particular skill may be compensated by increased sensitivity or 
judgment in some other department. Another basic principle was well 
expressed by Orock""*: 'We are what we are born, but we also are what cur 
environment allows our genotype to becojie." Or as >ncel Keys'^^ put it, 
'though heredity may be a factor, it is not dom*nant enough to make m^ * 
people prisoners of their genes." 

It seems clear that in the fi«ld of diabetes, as well as in athcrosclei sis 
and cancer, there has been too much grasping at hereditary straws out ot a 
blind and obstinate refusal to see anything wrong with the luxurious Weste ^ 
diet. The crucial question is this: if most of our population were to eat a ''^n 
fat, low cholesterol, high fiber, natural diet, would diabetes and atherosclv.o- 
sis amount to little more than a medical curiosity? 



What areas of research on diabetes are considered the most promising 
by experts in the field today? A great deal of attention is being given to the 
home monitoring of blood glucose levels. Using new and simple techniques, i 
finger is pricked four or more times a day and a drop of blood is tested by 
the patient. This can achieve a tighter control of the level of blood sugar and 
theoretically reduce the precocious damage in the vascular system of the eyes, 
heart, brain, kidney, and extremities to which diabetics are very susceptible. 
But results are still equivocal. 

A few years ago, portable pumps were developed which are worn by 
diabetic patients to provide f continuous subcutaneous infusion of insulin, 
imitating more closely natural and constant secretion of insulin by the 
pancreas. Richard Mahler^, at the Eisenhower Medical Center in Palm 
Springs, has called this *th& biggest breakthrough in diabetes control since 
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1922* when insulin wts discovered. But the pumps have genertlly not troused 
such enthusitsm. According to Philip Felig, professor of medicine tt Ytle, 
such intensive thertpy does not halt vascular damage once it has already 
started.*** 

Considerable publicity has also been given to biosynthetic human in- 
sulin^ produced by inserting human insulin into the hereditary structure of 
bacteria. However, an initial clinical trial has indicated that this new insulin 
is not superior and may be inferior to either bovine or porcine insulin, as well 
as likely to remain higher in price.*** 

Efforts have been made to transplant part or all of a healthy pancreas 
into diabetic patients. In the last fifteen years, 17o diabetics have received 
sjch transplants. As of 1982, 19 of these, all done since 1977, were function- 
ing, but th.se were transplants of only segments of the pancreas.*** 

Currently much in favor for research is the theory that diabetes may 
be an autoimmune disease, ?9 which the body's own cells are rejected and 
damaged by one's own system of immunity designed to protect against foreign 
substances. William C. Blackard***, chairman of the committee on professional 
education of the American Diabetes Association, recently stated that "The 
study of the human immune system is probably tht most exciting area of 
research today offering hope for diabetics in the future." According to 
George F. Cahill, Jr.**^, There's no question that immunological iutervention 
will work in this disease, but it's going to take some time before we 2:now 
exactly which type will work best." Meanwhile, we would ask, why not 
vigorously investigate the 10% fat diet? 

Great hopes have been aroused that drugs might be developed to 
protect the beta celU from these antibodies, like drugs that were developed to 
prevent a patient's immune system from rejecting organs transplanted from 
other persons. Authorities, however concede that presently available methods 
.0 alter the autoimmune respi/flse in diabetics are crude and more dangerous 
than the diabetes itself.*** The most prominent drugs used to suppress the 
immune system, when organs are transpUcced from one individual to another, 
are the adrenal cortical steroids, which are known to exacerbate diabetes.*** 

Furthermore, it isn't clear to what extent the autoimmune reaction in 
diabetes is merely an accompanying or secondary effect of a more basic 
cause such as chemical poisons, virit^s, exceuive fatigue, and psychological 
stress, any of which can trigger diabetes. 

All the foregoing avenues of research on diabetes are either modest 
refinements of current techniques or adventures into rather abstruse areas. 
Such research is greatly encouraged by the new tools of modern biochemistry 
but is very likely to overlook simple nnd more important causes hiding behind 
long habit. 

In Conan Doyle's famous story. The Purloined Letter, a team of private 
detectives repeatedly searched a house in vain for a compromising love letter, 
after which Sherlock Holmes pc*ntt6 out the letter to Dr. Watson, casually 
folded in plain view on the mantelpiece. Likewise, in diabetes could there be 
an important cause which is so commonplace that it has been overlooked? A 
wealth of evidence, going back f)fty years, *i telling us that at the root of the 
diabetic mystery is the need for much less fat, and much more fiber, as found 
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in the tncient human diet dominttcJ by unrefined, complex carbohydrates. 
How much longer, to use the words of Kelly West, must this bf "rediscovered 
and subsequentiy forgotten or disregarded*? 



Given our modern Ufestyle and the type of food in the marketplace, 
what level of dietary fat produces the greatest longevity and freedom from 
disease? Will the goal of maximum health and longevity be achieved with the 
30% fat diet which the Heart Institute's Consensus Panel recommended in 
December 1984, the 20% now used by Japan, or the 10% of ancient man? 
What about the 15-30% fat diet, rich in monounsaturated fat from the olive, 
in Crete, Greece, Yugoslavia, Spain, and southern Italy, where coronary heart 
attacks are much jess frequent than in the U.S.? The government research 
establishment has not yet shown nearly enough interest in providing an 
answer to these questions. 

Who stands to lc3e tbe most if the current gamble on 30% fat, or even 
20%, turns out bidly? It will certainly be the elderly, who do not hive the re- 
maining years which younger people have, to swing over later to a less rich 
diet much lower in fat and cholesterol and achieve at least sr^.ie unclogging 
of the arteries which can be induced in other primates. As mentioned earlier, 
such unclogging has been conclusively shown to occur in animal primates close 
to man in which atherosclerosis has first been experimentally produced by 
feeding them the current American diet, and then regressed by returning the 
animals to their normal diet of S-10% fat 



The forces against a 10% fat diet are considerably grnnter than can be 
justified by a commendable conservatisra which quite wisely questions any 
major change in such a basic feature of lifestyle as diet. Powerful economic 
interests exert great control over government policy an'A clinical research, and 
they tend consciously or unconsciously to resist dietary change. These are tbe 
food, drug, and medical industries which all have a heavy stake in the status 
quo, whether it be high-pressuring people to eat more luxurious food than is 
good for them, or using expensive drugs and surgical operations to patch up 
diseases caused by the overconsumption of improper food. With the best of 
intentions, captains of industry in these fields are bound to have prejudices in 
favor of the status quo which deny nutrition its rightful position in the care 
cf health. 

A rather active revolving doo * between government health agencies and 
commercial interests also stands in thf way. For example, Theodore M 
Cooper, former Director of the National Heart, Lung, Blood Institute, became 
executive vice-president of Upjohn Pharmaceutical Co.'^^ Herbert L. Ley, Jr., 
former chief of the FDA, is now a consultant to the drug industry.'" 
Sherwin G.:rdner, former deputy commissioner of FDA, became a vice- 
president of the Grocery Manufacturers of America.'" Prior to appointment 
as FDA Commissioner in 19^1, Arthur H. Hayes* faculty position at Penn State 
Medical College was fuily funded in the amount of $67,000, including 
bonuses, by Hoffman-La Roche, the mr.ker. of Valium.'" Howard Robbins, 
former head of the ^DA's bureau of foods, became vice-president of the 
National Soft Drink Association.'" Many other examples could be given. 
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The ftct thtr officials move between government tnd industry does not 
by itself metn t**«t they violate the public trust, but does mtkc it difficult to 
believe that government officials can evaluate objectively the therapeutic 
merits of nutrition versus drug therapy. 

Finally, it m it be admitted that any of us in this profligate age are 
naturally reluctant to forego dietary indulgence. Peer pressure is strong. The 
only antidote for this is full information, so that our intellect rathrr than our 
taste buds are in control. It is just as important that gastronomic appetites 
defer to arterial health, as that late-coming driven at 4-way stop signs defer 
to earlier drivers in order to ensure social health. Intelligent restraint has 
always been th hallmtirk of civilization and the doorway to shared freedom 
and avoidance zf distress. But restraint cannot operate without full in- 
formation, and the public is only beginning to get this from our most 
powerful and knowledg«;able government health agencies. 



The goal of the Pritikin program is to show the public that there is a 
rational, low-cost, safe and effective dietary option for the prevention and 
treatment of major common diseases which often does not involve the 
substantial risks and costs of either drugs or surgery. The link between a 
luxurious high fat, high cholesterol diet and heart disease, hypertensior, 
diabetes, and cancer is strong. The high tech modalities of drugs and surgery 
will always have an indispensable and last-resort role in acute or advanced 
diseases, but they should not dominate the scene. Intelligently applied 
nutrition puts the body in the best position to prevent, ameliorate, or cure 
many common diseases. 

We believe the time is long past for dilatory half-hearted measures. 
The present-day misery and cost of cardiovascular disease and diabetes - to 
mention just these two - is intolerable. Why ignore the ancient diet containing 
fat at 10% of calories still used all over the world by undeveloped populations 
that do not have our epidemics of degenerative diseases? 

This is not to say that the Heart Institute should now urge everyone to 
go on a 10% Ttt diet, much as we think widespread adoption of at least near 
this level of fat would be of great benefit to the health and pocketbook of the 
American public. 

We ask merely that citizens should not be left in the dark about the 
full extent of their dietary options to prevent and treat the degenerative 
disea&es of modern Western civilization. It is the responsibility of democratic 
government to give the public the evidence from epidemiology, clinical 
studies, and animal experimentation which bears on the causes of these 
diseases. Each individual will then have some real power to decide just what 
program of diet and exercise is desirable and feasible for his or her own 
health. 
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The CHAn(MAN. Dr. Wynder, my old friend, welcome. 

Dr. Wynder. Senator Hatch, as the concluding speaker, let me 
say how lucky the public ifl to have you as congressional leader for 
the area of health promotion. 

The CHAIRMAN. Thank you. 

Dr. Wynder. I am convinced that we will never have preventive 
medicine in ihis country unless we politically want it. 

I, of course, agree wiUi the statements made by various speakers. 
Perhaps the one point that needs furtlier emphasis is that hyperli- 
podemia is also a problem in our children. In studies in Westchest- 
er and the Bronx, more than 40 percent of the children had choles- 
terol levels over 170 milligrams percent, a level already considered 
by a recent NIH Conference on Atherosclerosis as at moderate risk. 

It is clear that our health habits begin early in life— be they in 
exercise, be they smoking, be they substance abuse. 

The question now before us is: What are we going to do about it? 
As scientists, we discover. As scientists, we need to apply. And I 
can tell ^ou, after 35 yews in this field, that application is often 
more difhcult than the discovery itself. 

We suffer from the illusion of immortally. As physicians, we go 
into the fiek' as healers for which we get economic and academic 
rewards. So if I were to be the health czar of this country, what 
would be my three recommendations for application? 

First, is tiie establishment of a mandatory school health educa- 
tion program as part of the curriculum, stiu^in^ in kindergarten. 
In the ^Know Your Body Program," developed with funds from the 
National Heart, Limg, and Blood Institute and the National Cancer 
Institute, and with programs that we do in other countries, as well, 
we have already created a "Health Passport" for 6-year-olds, who 
have already mah cholesterol, suffer from obesity and early rise of 
blood pressure. Thus, our first goal, would be to improve the health 
behavior of our children. Alao, we know that our children have p'^r- 
haw a greater influence on us than we have on them, so .e 
"Know Your Body" or similar types of health education programs 
in schools, should become mandatorv for schools everywhere. 

The second recommendation remtes to the American Health 
Foundation Food Plan. It lowers the cholesterol and the dietary fat 
intake below that recommended by the American Heart Associa- 
tion, at 25 percent of total calories from fat, and 200 milligrams 
cholesterol, and calls for an increase in fiber to 35 grams per day. 
We need to point out, of course, that while cholesterol is kev for 
.wonary disease, it is not so for cancer. In our cancer research we 
find, similar to what Dr. Lenfant indicated, also some benefit for 
fish oil, as well as for olive oil. 

I appeal to the American food industry to lower the fat content 
of dairy products, to lower the fat content of meat products. I call 
this product modification. 

The third point relates to a slogan as shown in the last slide that 
says, "Nobody takes better care of you than you." We are grateful 
that you gave us the opportunity to determine the cholesterol 
levels of U.S. Congressmen. If everyone had as low a cholr^terol 
level as you do. Senator Hatch, coronary disease in this Congress 
would be very much lower. Through the technology today, we can 
determine blood cholesterol at very low cost, in 3 or 4 minutes. It is 
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our goal that by 1990, some 50 million Americans will have an 
adult ''Health Passport^' which tells you in '6 concise pages what 
you ought to know about coronary artery disease, how you can 
detect cancer early in life. 

Let me say thu in conclusion: I have often been asked what 
really is the goal of preventive medicine. The goal of preventive 
medicine is to help people die young as late in life as possible. This 
is medically desirable, it is fiscally necessary, and with your help, 
Senator, we can succeed. 

Thank you. 

[The prepared statement of Dr. Wynder follows:] 
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Large-scale epidemiological studies, supported by 
extensive experimental evidence, have established that many 
chronic diseases, including most cardiovascular diseases and 
many types of cancer, are caused by our lifestyle, particu- 
larly in terms of what we eat, drink, and smoke* For some 
time we have known that cardiovascular disease, particularly 
atherosclerosis, is caused largely by the excess amount of 
fat, cholesterol and salt and, to a lesser extent, the 
excess of total calories consumed by our sedentary 
population. Hore recently, we have determined that 
excessive fat intake is also causally related to the 
etiology of cancers of the breast, prostate and colon, and 
also likely to be responsible for cancers of the ovary, 
endometrium, kidney and pancreas* 

The time has come to act on these dietary excesses and 
prevent the adverse effects which result in a metabolic 
overload and the ultimate increased incidence of morbidity 
and mortality in our population* Those who want to maintain 
the nutritional status quo in this country would in fact 
condemn our children to ultimately suffer from the same 
avoidable diseases that affect us today* 

As scientists, we need to uncover those factors which 
bring about disease and then w^rk with you who shape public 
policy to apply these discoveries* We recognize that appli- 
cation is often more difficult than the discovery itself, 
yet, without application, the discovery itself would have 
been in vain* Our prescription for redirecting the nation's 
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nutritional pattern may appear to some to be nothing less 
than a "dietary revolution^" but it is in fact a prescrip- 
tion that is consistent with and reflective of the natural 
metabolic norms of our biological system* 

The nutritional prescription involves three measures: 

• Educate the public as to what constitutes a "healthy 
diet" for an essentially sedentary population. The 
American Health Foundation hasr for instancSf deve- 
loped a Pood Plan designed to reduce the excessive 
intake of dietary fat, salt, cholesterol and total 
calories y while at the same time increasing the 
intake of vegetable proteins, fruits and vegetables 
and certain types of fiber. Such a food plan should 
be accompanied by increased physical activity and 
could best be accomplished if food manufacturers, 
both in terms of agricultural products and food 
processing, collaborate towards realizing these 
goals. We believe that the nat.^n's food producers 
have the capacity to modify the content of foods in a 
more healthful direction, and that this can be 
achieved in an economically feasible manner. 

. Educate the public about the importance of knowing 



their own cholesterol level, much as we have educated 
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them about high blood pressure. For instance, the 
American Health t indation recently launched a "Know 
your Cholesterol" program in New York and here in the 
congress during which an individual receives an 
inexpensive but accurate cholesterol test and keeps 
an ongoing record this informacion in a "Health 
Passport" — a document that provides valuable 
infoiTaation on the prevention of both coronary artery 
disease and the major types of cancer, and also makes 
succinct dietary recommendations. One of our mottoes 
is "Nobody Takes Better Care of Tou Than Tou," and 
this idea is facilitated by knowledge contained in 
the Health Passport, with programs such as this, the 
public can better understand the major risk factors 
that adversely affect health and learn what specific 
measures can be undertaken to reduce those risk 
factors. The medical profession should insure that 
all Americans have access to such knowledge, which of 
itself serves to motivate people to undertak*^ 
preventive actions which in turn can lead to a 
reduction of avoidi^ble disease. 

Educate our children early in life that chronic 
disease and disease in general is preventable, and 
that good health is the responsibility of each of 
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us. One way to promote this awareness would be to 
mandate school health education starting in Kinder- 
garten. With support from the National Heart, Lung 
and Blood Institute, as well as the National Cancer 
Institute, the American Health Foundation has 
developed the "Know Your Body" school health 
education program which begins with a simple health 
screening in the first grade. Many studies have 
shown that elevated cholesterol levels are already 
prevalent in young children. This i*^dicates that 
these children will be at particjlarly high rink for 
coronary disease when they reach adulthood. In one 
of our studies, over 40% of children aged 8<-10 had 
serum cholesterol levels of 170 mgs and above, a 
level already placing them at moderate risk for 
atherosclerosis according to a recent consensus on 
arteriosclerosis held by the National Institutes of 
Health. Epidemiological evidence has shown a high 
correlation between serum cholesterol levels in 
children and adult mortality for coronary artery 
disease in various parts of the world. School health 
curricula must, of course, do more than teach 
children about nutrition - they must also teach them 
about smoking, alcohol abuse, illicit drugs, the 
importance of physical activity, and be aimed in 
general at increasing the self-esteem of each child. 
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Children must also be given the tools necessary to 
make healthful choices. As the slogan holds, "give 
me a fisn and I eat for a day - teach me how to fish 
and I eat for a lifetime." Accordingly, we hope to 
"innoculate" our children with good health behaviors 
for a lifetime. 

Teaching our children how to protect their health must 
receive the same priority as the teaching of reading and 
arithmetic. As part of this effort, we must train our 
teachers in health education and carefully evaluate and 
grade the progress of these programs on an annual basis. 
Our program includes yearly Health Tests involving attitude, 
knowledge and behavior that can hopefully develop into a 
universal test so as to regularly evaluate what children in 
all schools know about health and how they relate to what 
they know. The establishment of school health education 
programs deserves your support - philosophically, 
politically and fiscally. 

Finally, may I say that hearings, like research, should 
be judged by outcomes. Thus, the success of these hearings 
on nutrition can only be gauged in terms of what progress 
is made toward fulfilling the objectives I have outlined 
today. 

Preventive medicine represents the ultimate form of 
medical care, when successful, it reduces avoidable 
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illness, thereby increases youthful longevity, and also 
reduces the economic burden so flagrantly associated with 
unnecessary disease and death. Preventive medicine is 
unique in ^hat its practitioners are not only scientists and 
physicians f but teachers » businessmen » communicators and* 
yes, even legislators. As another slogan holds, it should 
be the function of the medical profession to "help people 
die young as late in life as possible." If we act together 
upon what we are discussing at these hearings today, we can 
bring the idea behind this slogan into reality* 
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The Chairman. Let me start with you, Mr. Pritikin. You recom- 
mend a 75-percent reduction in dietary intake of cholesterol. What 
effect do vou believe this would likely have on one's serum choles- 
terol level? 

Mr. Prttikin. We get an average drop in our 4-week program of 

26jpercent 

The Chairbian. Is that an average drop? 

Mr. PRrmoN. An average drop in blood cholesterol of 25 percent. 
However, if you stay on the Pritikin Program vour cholesterol level 
will go much further down. Mine is typical. My level is 130. And it 
will end up below 160. 

The Chairbcan. Is that right? Now, there is increasing awareness 
that calcium deficiency is a problem with Americans. The nugor di- 
etary source for calcium, of course, is dairy products, which we 
have looked at throughout most of our lives. Now, since you recom- 
mend a reduction in dairy products as part of your program, how 
do people get the requisite calcium in their diets? 

Mr. FRmKiN. You can obtain calcium from many other sources. 
There is bok choy, the green, leafy vegetables, that have high 
amounts of calcium. 

But there is another concern ab )ut calcium depletion in the 
bones which is caused by a high-^«rotein diet, which has been 
known to chase calcium out. There is a lot cf evidence to indicate 
that if you are on a moderate— protein diet instead of a high-pro- 
tein diet, your ability to retain ccdcium is much improved. 

The CHAiRiiAN. Thank you. 

Dr. Lenfanty ^u say in your testimony that the public should 
check with their doctors and have them check their cholesterol 
levels, and if hiffh, they should take steps to do something about it. 
Now, who shoiud have their cholesterol levels checked, and how 
successful are the steps to lower it? 

Dr. Lknfant. We feel that any individual v/ho, for some reason 
or another, is identified as being in a possible risk category should 
certainly go forward and get his or her cholesterol checked. 

But in addition, as you know, Mr. Chairman, if you enter the 
office of a physician, your blood pressure is going to be measured, a 
unne san^ole will most likely be collected, and probably a blood 
sample will also be taken for all kinds of things except cholesterol. 
We would advise that the physicians make cholesterol measure- 
ment routine at this time. fSquipment, such as the model we have 
out in the hallwav, will certainly facilitate that. 

The steps which are recommended to lower cholesterol are first a 
di'^tary intervention. We are not, however, advertising a punitive 
diet, but rather a diet which is prudent, moderate, and balanced, 
and if this does not succeed— which is most likelv in individuals 
who have a very high cholesterol— then pharmacological interven- 
tions are warranted. 

The Chairman. What is the Heart, Lung, and Blood Institute 
doing to educate physicians concerning the current knowledge 
about cholesterol? 

Dr. Lenfant* As I mentioned in my statement, we are initiating 
this week the National High Blood Cholesterol Education Pr^fram, 
which will include physicans as a target group. We are going to as- 
semble a large number of experts who will review all the issues 
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and prepare reports which will be widelv disseminated. We feel 
tihAt witnin a short period of time, we will be able to reach nearly 
all the practicing community. 

The Chairman. Dr. Wynder, these children's educational materi- 
als that you have pointed out in your charts, are they available 
today? 

Dr. Wynder. We are testing these programs out in various parts 
of the United States. 

The Chairbian. Are they having a good effect, in your opinion? 

Dr. Wyndkr. We show in our research studies that we can lower 
cholesterol, we can reduce smoking habits. But what we have 
learned since our first studv is that what we need to do is to do the 
program in an entire school. 

In a recent editorial, we pointed out that if we want to succeed 
in changing the health habits of our children, we need more than 
the school program. We need the media. Linda Evans' presence 
here save a good example of how the public relates to examples as 
in Hollywood. 

We need the churches, we need the politicians, we need the par- 
ents. 

There is another slogan that explains well what we try do for 
children: ''Give me fiflh, and I will eat for the day; teach me how to 
fish, and I will eat for a lifetime." 

These children are teachable. It is a question of whether we have 
the will and the way. We have just conducted a know your body 
I^ot proinram for Chma. We prorably run our best know your body 
program in Israel, in both Hebrew and in Arabic. We are conduct- 
mg a pilot program in Germany and in Italy. If I were a politician, 
I would bet on tho children, because these children can be indoctri- 
nated for good health behavior. 

We hope— «ince» of course, education is a State matter and fortu* 
nately or unfortunately, not a Government matter, that some- 
where, the Government can help or induce the States to provide 
better sdiool health education for our children and test them, as 
we do, year after year. 

The CHAntBiAi;. Well, I want to thank you and the American 
Health Foundation for making the know your cholesterol program 
available today here in the Capitol. 

What effect do you believe diet really has with regard to choles- 
terol level? In other words, how much is due to environmental fac- 
tors and how much is due to maybe other factors such as genetics? 

Dr. Wyndkr. It is evident that in respect to genetics, for better o«* 
for worse, we are bom with the genes that our parents gave us. 
and this, we cannot control. But we can control the environment 
both externally and internally. Studies by the National Heart, 
Lung and Blood Institute have shown that ror every 1 percent drop 
in serum cholesterol, we gain a 2-peroent drop in mortality from 
coronary disease. 

So we need to emphasize that we need to reduce the cholesterol 
levels in our adult population which you Iiave heard today is ex- 
traordinarily high. In the screening we do here at the Capitol in 
Know Your Cholesterol, programs as we did on 15,000 New 
Yorkers in May, we find that more than one-third of adults have 
levels that are above 200 milligrams percent and 220 milligrams 
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percent for respective age groups. A level over 180 mUligrams per- 
cent already puts adults at some risk. Therefore, the ideal level for 
adults would be 160 milligrams or less. 

As Dr. Lenfant indicated, coronary artery death is the leading 
cause of death in our society; the risk factors, hyperlipodemia, 
smoking, and blood pressure are well-established. We are not 
making headw^ on treatment for atheroscerosis as much as we 
would like to. The answer certainly lies in prevention. We hte not 
bom to die from heart disease, nor are we bom to die from any 
cancers. Most of these diseases are manmade and can those be also 
prevented by our action. 

The Chaibman. Thaink you. 

Senator Dodd? 

Senator Dodd. Thank you veiy much, Mr. Chairman. 

Other members of the committee came to see Ms. Evans; I came 
to hear the three of you. So thank you very much. 

Dr. Wynder. Thank you. We appreciate that. 

The Chaisbcan. We have heard a lot of moaning and groaning by 
him, though, for having missed her. [Laughter.] 

Senator Dodd. I am particularly interested in your last point. 
Doctor, and I would ask your two copanelists to comment, as well. I 
agree with you about the preventive side of these things, in chil- 
dren, particularly. And you mentioned the schools and churches 
and so forth. But we are up against an awful battle. I mean, I do 
not normally turn on the television on Saturday morning. It is usu- 
ally by accident, that I believe it is Friday morning or something. 
But you get this children's programing, which I gather is watched 
by millions, apparently, and the advertising and the products that 
are sold on those shows are hardly what one would call nutritious. 
And because children have such an influence over their parents in 
buying practices— cereals, candies, and the like— you can work 
your head off all day long in school, in church, and every other 
place, and given the amoimt of television time that a child watches 
m this country, I think someone on^e mentioned to me a fairly 
recent statistic— and I have a hard ume saving it, because I do not 
want to believe it— but in the neighborhood of 5 hours a day is the 
average consumption of television time for an American child. And 
obviously, they are watching programs that are gear^ to them. 
And again, the advertising and the suggestions of products just run 
du«ctly contrary to everything you have suggested and everyone 
else has. 

I do not know if you have any suggestions as to how you deal 
with it. Certainly, producers are not going to legislate in those 
areas. I do not know how you do that. But because the marketplace 
IS so consumer-sensitive, we have seen in the past where consumer 
movements have had profound effects on what the producers of 
products are making and selling. 

I wonder if you have any suggestions as u) how we might get to 
that, because frankly— and you can maybe tell me otherwise— but 
with all of the good advice you can jget, no one has yet figured out 
how to beat that particular onslaught that we face. It is out there. 
And maybe you will tell me that what they are pitching on televi- 
sion and elsewhere is really rather nutritious; I suspect it is not, in 
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most cases. But if that is the case, how do we get around that par- 
ticular problem? 

Dr. Wynder. I appreciate your comments. Not only do we have a 
difficult time in prevention, but we have a lot of forces against us, 
and television is one of them. 

A year ago, we asked the chairman of Matel Toy Co. to join our 
board, andne agreed, water has now created for us spokes-charac- 
ters that speak about good health behavior for children. 

We hope to launch them on Sunday morning television. That is 
exactly where we ought to be. And I do not know whether a fair- 
ness doctrine exists for morning television for children, but we 
would like to have the opportunity to go to morning television and 
show children what good health behavior can do. 

(^viously, we must do this in some attractive way. Therefore, we 
went to the toy industry, who know how to do that. Clearly, we 
have got to get television on our side, I highly agree with you. I do 
not know miether this Is possible that we should get some free 
time on commercial television for this purpose. 

Senator Dodd. Let me ask you this. Is there such a thing as 
sugar addiction in children— I do not mean addiction in the same 
sense as cocaine or heroin, but I mean, there is sort of a sugar fix 
that children build up. 

Dr. Wynder. We develop our taste habits vexy early in life. We 
all remember when we were very young and Mother said to us, 
"Now, if you are a good boy, you get a chocolate cookie." We all 
remember that, and every one of you smile, and your mouths prob- 
ablv water, as you think about the chocolate cookie. 

1^ it is a question of habituation. I know children who have been 
brought up on a slice of carrots, and thev have learned to like 
them. We nave got to reach the parents, that they are in part or 
largely responsible for the behavior of our children, includir^ what 
they eat. 

Senator Dodd. Mv mother tried brussel sprouts and lima beans, 
and it never worked. 
Dr. Lknfant. I would like to inject a somewhat different view- 

Eoint into this discussion. Senator. Sure enough, the television 
roadcasts a number of messages which sometimes are not those 
that we would like to hear. But it does this because it is supp( rted 
by an indusby. 

I would like to say to you that the food industry, with which we 
have worked extensively during the last year, before initiating this 
program last Friday, has demonstrated a high degree of coopera- 
tion for all of the tlungs that we wanted to do. 

One food industry which was considered to be dead against all of 
these things we want to do, the Egg Producers of America, in fact, 
is now working with us and cooperating to reach the goals that we 
have in mind. Some 2 or 8 weeks ago, the egg mdustry had their 
national convention in New Orleans, and my staff was down there, 
talking to them, and we were making blood cholesterol measure- 
ments in all the participants. 

As well, the meat industry has responded dramatically to the 
public health needs. Today the meat industry can produce a meat 
which is much leaner, does not have the quantity of saturated fat 
that it had in the past. I 'hink there is a revolution and we have 
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all reasons to believe that with the continued pressures from socie- 
ty, further changes will take place in the direction that you and I 
would li&e to see. 

Senator Dodd. Before you respond, Mr. Pritikin, let me ask you 
to comment on something else. One of the mcgor problems— I tlidn^ 
there is an assumption, first of all — well, not an assumption; it lo 
legitimate, I think— that poor children— and of course, one out of 
every ur now in this country falls into the poverty area, between 
the ages of 0 and 18 in the United States— in fact, the poorest seg- 
ment of the population of the United States are young. We are the 
only industrialized countiy in the world with that unique distinc- 
tion. And obviously, people who are poor in many cases are less 
well-educated, less well-informed about many things, not the least 
of which ^uld be diet. And the particular problems we face with 
that constituency, a growing constituency in this country, and 
there, where the quality of food— the assumption, I think, is on 
many people's part that nutritionally better food costs a lot more, 
that to prepare a vegetarian dinner is a lot more expensive than to 
put on a meal of what would be the normal staple of a fatty ham- 
burger and some potatoes. 

Would you comment on that, in addition to what else I have 
asked? 

Mr. Prtfikin. Senator, first of all, with regird to children, I 
think if we could serve low-cholesterol, low-fat food in school 
lunches for all children, that that would be a good start in the edu- 
cational program. As I recall going through school, and I am sure 
you do, too, there was a lot of cheese, eggs, fat, and meat. And I 
think it is very difficult to educate young people to a proper diet if 
the school, which is the authority and respect th^ get, is giving 
them that kind of program. I think that is where it should start. 
Senator Dodd. What about the cost of a nutritious meal^ 
Mr. PiUTiKiN. Well, we have done a brief analysis on it, and if 
you do not eat the expensive foods, processed foods, and just go 
onto a semi-A'hird World type of diet of starches, potatoes, rice and 
vegetables, we have calculated about a $l,500-a-year-le8S grocery 
bill on an annual basis, and ! would be happy to give you our evi- 
der for that. 

' itor Dodd. I would like to see that. I think that would be 
'^ul. 

At. « lOTiKiN. I will definitely send it to you. 
Senator Dodd. Thank you. 

Mr. Chairman, 1 have an opening statement, and I would just 
ask unanimous consent that that be made a part of the record. 

The Chairman. Without objectio. i, we will put it in the record, 
and we will also keep the record open for any written questions 
any member of this committee would like to submit to any witness 
who has testified here today and any sub^uent material supplied 
for the record. 

[Additional material supplied for the record follows:] 
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Deceaber 20, 1985 

The Honorable Christopher Dodd 
U.S. Senate 
Washington, DC 20510 

Sir: 

On Noveaber 18, 1985, I testified before the Connittee tn 
Labor and Huaan Reaources that a faally of four on the 
Pritikin Diet would aave about $1500 per year in food costs 
over a faaily of four on the conventional Anerlcan diet. 

Reaponding to your request for documentation of this claia. 
I hereby subait two alternative calculations, attached to 
thia letter aa Appendix 1 and Appendix 2. Data for this 
type of coBparlaon nust inevitably be inexact due to several 
aaauaptiona one auat a«ke in order to manipulate the food 
consumption information that ia available. In addition, 
pricea and consumption patterns will vary due to regional 
and aeaaonal dlfferenceo. However, within these constraints, 
it can be demonstrated that the fritikln diet is inherently 
less expenaive than the conventional diet in this cuntry. 

The single largest caloric exchange that occurs when adopting 
the pritlkln diet ia the reduction in the amount of aniul 
protel*. conauaed, from 11.2 ounces/day (total of beef, pork, 
lamb, veal, fish, chicken, and turkey) to 3.5 ounces/day 
(prlaarlly chicken, turkey, and fish, with some lean red 
aeat), and the corresponding increase in the consumption of 
coaplex carbohydratea (primarily grains aa well as soae 
leguaea and vegetables). An approximation of this exchange 
can be illustrated by altering the average U.S. consuaptiun 
levels for meat and grain, as deaonatrated in Appendix 1. 
By replacing lOOZ of beef and pork consuaptlon with the 
caloric equivalent in grain, the resulting diet contains 
3.6 ounces of animal protein per person per day (aostly 
fish, chicken, and turkey), and utilizes grains as tht single 
largest source of calories. This is a rough approximation 
of the prltlkin diet. 



U.S. statistical Abstract, 1985, Table no, U6: Per Capita 
Consumption of Major Food Comrooditiea : I960 to 1983. 
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Using 1983 data, the yearly savings for four people resulting 

fron the substitution of grain for beef jnd pork (but fc wing 

J conventlonjl diet In all other resi)ects) Is $1,311.80 > ^ >endlx 1). 

An alternative approach to the macroeconomlc analysis Is to 
conduct an actual market basket survey, based upon one-week 
shopping lists for four people on the conventional American diet 
and for four people on the Prltlkln diet. The results of this 
comparison are produced as Appendix 2 and show a yearly savings 
of $1,362.40 for four people on the Prltlkln diet. 

Clearly, substantial cost savings on the Prltlkln diet are to 
be expected because grain is replacing meat as the primary 
caloric source. With sixteen pounds of grain and soy required 
to produce a single pound of beef,- It Is hardly surprising that 
the cost of food will rise sharply with the consumption of neat. 

The ramifications of reduced meat consumption In 'his country 
extend far beyond the direct food savings obt;-ili ^d on the consumer 
level, which I have dealt w^th here In a rat*ier simplified fashion 
in order to make the key point that food costs will drop sharply 
as grains are substituted for neat. Extensive macroeconomlc 
analysis of the wide-ranging benefits of a Frltikln-type diet 
has been conducted by researchers associated with the Prltlkln 
Research Pounii.ntlon, who aru currently preparing the materijl 
for publication. Their research, which Includes a mOt.e 
detailed and sophisticated analysis of comparative food costs 
(adjusted for seasonality, etc.) points to the high l&vel of 
meat production In this country, requiring an enormous amount of 
our water, grain, and arable land, as having a potentially 
severe adverse effect on the American standard of living and 
the availability of naturf^l resources. Including water, land, 
and timber. We would be happy to provide the results of this 
work to you. 

Sincerely , 



Robert Prltlkln 
'USDA, Fcunomlc Research Service, Beltsvllle, HD. 
RP/ct 

CC to a^l Senators on Committee on I^abor and Human Resources 
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APPENDIX 1. SUBSTITUTION OF (,RAIN FOR BEEF AND PORK 
A. Price of beef per pound: 

$56.3 ^llllon^ 

(226 .5 million people ) (106.5 lbs/ person ) - 1.93 billion IbT*" 



- $2.54 

!>. Price of pork per pound. 

$35.3 ^illion^ _ 

(226.5 million people ) (66.2 lbs/person ; 

- $2.35 



Nf« Tort \*w >»ft 



C. Yearly per capita calories from beef 

(263 cal/100 gm^) (106.: lbs/person^) (28.35 f^m/oz) (16 oz/lb) 
- 127,051 calories/person 

D. Yearly per capita calories from pork' 

8 f. 
(300 cal/100 gm) (66.2 lbs/,jerson°) (28.33 gm/oz) (16 oz/lb) 

• 90,085 calories/person 

E. Anvount of grain required to replace beef jnd pork: 

Grain must be added to replace beef calories (127,051/persor) 
and pork calories (90,085 "person) , a total of 217,136 calories. 
Grain, a carbohydrate, contain<! apprcxinuicely 4 calories per gr^m 
(dry weight). To supply 217,136 cjlories therefore. 54.28A 
grams of grain, or 119.67 lbs, must be cof iumed per person per year. 

F. Price of grain products required to replace beef and pork* 
9 



l_4_0^.2^_^illion 



(226.5 million peopluT (2Y7.7 Ibs/persorr? ' 
» $0.82/lb 
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G. Cost of beef and pork for four persons: 

Beef: ($2.54/lb) (106.5 lbs/person^) (^) • $1082.04 

Pork: ($2.35/lb) (66.2 lbs/person^) (4) - 622.28 



Total beef and pork c^st. 



$1704.32 



H. Cost of grain for four persons* 

Grain: (119. a7 lbs) ($0.82/lb) (4) • $392.52 

I. Savings by substituting equal calories of grain for beef and pork: 

$1»704.32 
' 392.52 



$1»311.80 Total savings 



Footnotes 

^U.S. Statistical Abstract, 1985. Table no. 1150, p. 652. Figure is 
for year 1983. 

2 

US. Statistical Abstract, 1985. Figure is for the year 1980. 

\.S. Statistical Abstract, 1^85. Table no. 196, p. 121. Figure is 
for the year 1983. 

U.S. Statistical Abstract, 1985. Table no. 1188, p. 668. Figure is 
for the year 1983. (Thia adjustment is required because consumption 
levels given in Table no. 196 are for both imported and domestic 
beef, whei eas expenditure levels in Table no. 1150 is for domestic 
beef only. This adjustment removes imported beef from the consumption 
figurt. ) 

\.S. Statistical Abstract, 1985, Table no. 1150, p. 652. Figure is 
for th year 1983. 

^ U.S. Statistical Abstract, 1985. Table no 196, p. 121. Figure is 
for the year 1983. 

^Bloch, Barba.a. The Meat Board Meat Book. New York: McGraw-Hill, 
1977. Page 15. (Beef ranges from 163 calories/100 gm for extra 
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lean grounj be.f to 421 calorles/lOO gm for stew meat (chuck). The 

figure of 263 calorles/100 gm is for mediuiP fat ground beef.) 

g 

Bloch Barbara. The Meat Board Me.t Book. p. 152. (Pork ranges 
fro» 205 cjlorles/lOO gm (cured, butt -nd) to 684 calories/ HO rid 
(bacon). The figure of 300 calorles/lOO gic Is used as a 
representative value for all pork products.) 
9 

U.S. Statistical Abstract. 1985. Table no. 1150, p. 652. Figure Is 
for the year 1983. 

10 

U.S. Statistical Abstract. 1985. Table no. 196, p. 121. Figure Is 
for the year 1983. *^ 
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APPENDIX 1, MARKET BASKEF COMPARISON 



A. Coat of conventional diet per year for four people 

Eatiaated coat waa derived uaing conauaption data fr < USDA for 197 7, 
the aoat recent year that information on nationwide . jod conaunption 
patterva ia available. Prlcea were obtained by a survey of the Lucky 
Superaarkct located at 450 East Cypress Avenue, Redlands, California, 
on Thursday, Decaaber 5, 1985. Prices for food groupa were generated 
by averaging prlcea for a representative saapling of itaaa within 
each group. Base price data for iteaa included in eacli food group 
are shown aa Appendix 2.1, 



Food Group 



Consuaption/Week 
(in lbs) 



Price/Lb 
(in $) 



Total Weekly xpenditure 
(in $) 



Milk) cre^B, 



8.34 



7.00 



Milk 
Cheese 



6.38 
1.96 



0.23 
2.82 



1.47 
5.53 



; Eggs-" 



4.78 
0.66 



2.52 
0.78 



12.05 
0.51 



Legumes 



0.12 



0.44" 



0.05 



Nuts 

Vegetables 
Fruits 
Grains 
Fats, oils 



0.13 
5.09 
3.94 
2.16 
0.70 



4.74 

0.56® 
9 

0.59 

0.27^' 



0.62 
2.85 
2.32 
0.58 
0.71 



Sugar, syrup. 
Jelly, 
candy 



1.51* 



1.26 



Soft drinks, 
desserts 



1.03* 



0.35 
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28.30 

X 4 people 

X 52 weeks 
$5886.40 



Total cost per person per weuk* 
Total cost per four perbonb per week 
Total codt per four persons per year 

B. Cost of Prltlkln diet per year for four people 

Estimated cost was derived using a consumption table based upon the 
Prltlkln diet exchange system" (modified from Us 2000-calorle base 
to bring the caly^les up to the 2475-calorle intake of the tyni.al 
American in 1977 ). The calorie ratio of the resulting diet Is 

l\ I ^^'^^ protein, and 74. OX carbohydrates (mostly complex), 

which falls within the parameters of the Prltlkin diet (5-lOZ fat 
10-15Z protein, and 70-80J: carbohydrates). Price, were obtained by 
o ^i'^'T " ^"''''^ Supermarket located at 450 East Cvpress Avenue. 
Redlands. .alifornla. on Thursday. December 5. 1985. Prices for food 
groups were generated by averaging prices for a representative sampling 
of items within each group. Base price data for items Included m 
each food group is shown In Apperdix 2.2. 





» ' • 1 M •Kit, 


Food Groups 


Consumption/Week 
(In lbs) 


Price/Lb 
(In $) 


Total Weekly 
(In $) 


dllk (nonfat) 


7.44 


0.20 


1.48 




Meat 




2.28^^ 


3.48 




Legumes 


4.83 


0.44^ 


2,13 




VL^etablcs 


9.94 


0.56** 


5.57 




Fruit 


10. id 


9 


6. 11 




Grains 


4,70 


O.27I" 


1.27 




tggb 


U.b6 


U.7S 


0.51 




Apple Juice 










concentrate 


U.44 


0.96 


0.42 




Total cobt per 
Total Lost per 


person per week: 
f 01 r persons per 


week . 


20.97 

X 4 peojjle 
83.88 




Ttoal cobt per 


four persons per 


vedr 


X 52 weeks 
$4361.76 
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fwiMM nif> 




C. Yearly savings of Pritikin diet over conventional 

Aijerican diet for four people- 
Cost of American diet (from A). $5,886.40 
Cobt of Pritikin diet (from B) : h.O^'^ 23 
Total bavingb: $1,5.^4 .84 



Footnotes 

^USDA Nationwide Food Consumption Survtv , 1977-78, 48 conterminous 
states. Spring, 1977 (preliminary). 

2 

Food group headings are taken from thw- LSDA Nationwide Food 
Consumption .Survey, 1977-78. 

^For purposes of this comparison only, consumption totals for 
this group were assumed to be 0.75 gallons (6.33 lbs) of milk 
per person per week at $1.95/gallon ($0.23/lb) and the remainder, 
1.96 lbs, in cheese (50Z Jack, SOX cheddar). Cream was omitted 
to simplify the calculations, on the assumption that it <3 
consumed in small amounts relative to milk and cheese. 
4 

Price calculated on the premise that meat consumption consists 
of equal portions of bacor, sausage, bologna (sliced), salami (whole), 
ham (sliced), hot do^s, liver ( alf), ham (whole), rump roast, 
rib roabC, round roast » ground beef (chuck), ground beef, porterhouse 
steak, sirloin st* , pork loin ribs,, pork chops, flank steak, 
round ^k, chicke.. (whole), turkey breast, trout (fresh), turbot 
(fresh), tuna (cm), s.ilmon (cm, pink), ,ind ^ialmon (fresh). 

^Large whole eggs. 

^Price calculated on the premise that legume consumption consists 
of equal portions of lentils, split peas, and pintos. 

^Price ca culated on the premise that nut consumption consists of 
equal portions of nlmonds, peanuts, cashews, walnuts, and pecans. 
8 

Price calculated on the prcmisie thai vegetable consumption consists 
of equal portions, of c.ibbaj^e, carrots,, celery, cauliflower, kale, 
lettuce, tomatoes, onions, and bell peppers. 
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l<^MkA Mono 



Price calculated on the premise that fruit consumption consists 
of equ«l portions of apples, pears, bananas, grapefruit, tangerines, 
cantaloupe, lenons, oranges, pineapple, and strawberries. 

^^Price of whole wheat flour was used for purpose of tnls comparison. 

^^Prlce calculated on the premise that oil and fat consumption consists 
of equal portions of three different shortenings (Lady Lee, Crlsco, 
and Harvest Day) and seven different oils (Lady Lee, Mazola, Crlsco, 
safflower. Wesson, Puritan, and olive). 

12 

Price calculated on the premise that consumption of this group 
consists of equal portions of table suj'ar, syrup, jully, nnd candy 
(individually wrapped). 

^"^Price calculated on the premise that consumption of this group 
consists of equal portions of soft drinks, canned punch, and frozen 
prepared desserts. 

14 

The figure of 2475 calories consumed dally by the i^plcal American 
in 197 7 is calculated by assigning caloric values (taken Irom USDA 
Handbook 1456 » issued November 1975) to the amount of each food 
group consumed as reported in USDA Nationwide Food Consumption 
Survey, 1977-78. Base data provided In Appendix 2.3. 

^^Thls figure is based upon the 3.5-ounce total daily Intake of 
meat, poultry » and fish allowed In the Tritlkln maintenance diet. 

^^Price clcula'.ed on the premise that meat consumption consists 
of equal portions of flank steak, round steak, chicken (whole), 
turkey breast, turbot (fresh), trout (fresh), tuna (can), salmon 
(can, pink), «.nd salmon (fresh). 
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Weekly Weekly 

Per Per 

"nit Price Capita Capita 

of Price per Consumption Cost 

Food Group Measure (in $) Pound (in lbs) (in $) 



Milk, creM, 
& cheese 



Milk 


gallon 


1.95 


0 


.23 


Cheese 


lb 


2.32 


2 


.82 


Heat 










Bacon 


lb 


i .49 


1 


.49 


Sausage 


lb 


1 .99 


1 


.99 


Bologna (sliced) 


lb 


2.38 


2 


. 38 


Salani (whole) 


lb 


U.bU 


4 


.54 


Baa (sliced) 


lb 






.24 


Hot dogs 


lb 


1.89 


1 


.89 


Liver (calf) 


lb 


1.34 


1 


.34 


Haa (whole) 


lb 


3.79 


3 


. 79 


Rump roast 


lb 


2.99 


2 


.99 


Rib coast 


lb 


3.99 


3 


.99 


Round roas t 


La 


2.97 


2 


97 


Ground beef 










(chuck) 


lb 


1.39 


1 


39 


Ground beef 


lb 


1.79 


1 


79 


Porterhouse 










steak 


lb 


3.59 


3 


59 


Sirloin steak 


lb 


1.99 


1 


99 


Pork loin ribs 


lb 


1.95 


1 


95 


Flank steak 


lb 


4.46 


4 


46 


Round steak 


lb 


1 .99 


1 


99 


Chicken (whole) 


lb 


0.49 


0 


49 


Trout (fresh) 


lb 


2.59 


2. 


59 


Turbot (fresh) 


lb 


2.19 


2. 


19 


Tuna (can) 


lb 


1.76 


1. 


76 


Salmon (ran. 










pink) 


lb 


2.36 


2. 


36 


Sa .men (fresh) 


lb 


1.69 


1. 


69 


Turkey breast 


lb 


2.99 


2. 


99 


Pork chops 

Average ($65. 




2.59 


i: 




Eggs (large. 










whole) 




1.17 


0. 


78 



6.38 1.47 
1.96 5.53 



12.05 
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APPENDIX 2.2 BASE PRICES FOR EACH FOOD GROUP. PRITIKIN DIET 



Weekly Weekly 

Per Per 

Ml it Price Capita Capita 

of Price per Consumption Cost 

Food Group Measure (in $) Pound (in lb) (in $) 



Milk (nonfat) gallon 1.70 0.20 7 .UU 1.48 



Meat 



Flank steak 


lb 


4.46 


Round a teak 


lb 


1,99 


Chicken (whole) 


lb 


0.49 


Trout (fresh) 


lb 


2.59 


Turbot (frssh) 


lb 


2.19 


Tuna (can) 


lb 


1.76 


SaliBon (can. pink) lb 


2.36 


Saloon (fresh) 


> u 


1.69 


Turkey breast 


lb 


2.99 


Average 


(20.52/9) 





Leguaes (average fron Appendix 2.1) 
Vegetablea (average from Appendix 2.1) 
Fruit (average from Appendix 2.1) 



Grains (average from Appendix 2.1) 

Eggs, large. 

whole dozen 1.17 

Apple Juice 

concentrate oz 0.06 



4.46 
1.99 
0.49 
2.5S 
2.19 
1.76 
2.36 
1.69 
2.99 



2.28 1.53 3.48 

0.44 4.83 2.13 

0.56 9.94 5.57 

0.59 10.36 6.11 

0.27 4.70 1.27 

0. 78 0.66 0.51 

0.96 0.44 0.42 
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Weekly Weekly 

Per Per 

Unit Price Capita Capita 

Consumption Cost 

(in Ibj.) (in $) 





of 


Price 


per 


Food Group 


Measure 


(in $) 


Pound 


LcguMea 








Untlls 


U oz 


0.57 


0.65 


Split peas 


28 oz 


0.61 


0 . 35 


Pintoa 


lb 


0.325 


0.325 


Average 


($1 325/3) 




0.442 


Nuts 








Alaonds 


oz 


0.30 


4.80 


Peanuts 


oz 


0.13 


2.08 


Cashewtt 


oz 


0.5J2 


8.5i 


Walnuts 


oz 


0.183 


2.93 


Pecans 


oz 


0.299 


4.78 


Aver ^4(8 


($23.10/5) 




4.62 


Vegetables 








Broccoli 


lb 


0. 39 


0. 39 


Cabbage 


lb 


0.39 


0.39 


Carrots 


lb 


0.25 


0.25 


Celery 


lb 


0.49 


0.49 


Cauliflower 


lb 


0.98 


0.98 


Kale 


lb 


0.39 


0.39 


Lettuce 


lb 


0.79 


0.79 


Tooatoea 


lb 


0.98 


0.98 


Onions 


lb 


0.25 


0.25 


Bell pepper 


lb 


0.69 


0.69 


Average 


($5.60/10) 




0.56 


Fruits 








Apple 


lb 


0.59 


0.59 


Banana 


lb 


0.29 


0.29 


Cantaloupe 


lb 


0.49 


0.49 


Grapefruit 


lb 


0.59 


0.59 


Lemon 


lb 


0.87 


0.87 


Orange 


lb 


0.59 


0.59 


Pear 


lb 


0.69 


0.69 


Pineapple 


lb 


0.42 


0.42 


Tangerine 


lb 


0.79 


0.79 


Average 


($5.32/9) 




0.59 


Gralna 








Whole wheat 








flour 


oz 


0.017 


0.272 
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Food Group 



Unit 

of 

Measure 



Fats» oils 
Shortening 



Lady Lec 




oz 


Crisco 




oz 


Harvest Day 




07. 


1: 






Lady Lc'u 


fl 


OZ 


Mazola 


fl 


oz 


Crisco 


fl 


oz 


Saf flower 


fl 


oz 


Wesson 


fl 


oz 


Puritan 


fl 


oz 


Olive 


fl 


07. 



I'ricL' 
(In $) 



0 04 7 

0.05 

0.0J4 

0.0'i8 

0.05 

0.06 

0.078 

0.059 

0.066 

0. iV> 



AverJKe 



Sugar » syrup 
Sugar; 
C&H 
V'.ns 
Ave I age 
Syrup: 

Karo light 

corn syrup 
Aunt Jemima 
Mrs. Butter- 
worths 
Average 
Jelly; 
Smuckers 
Strawberry 
Preserves 
Welch's 
Concord 
Grape Jelly 
Smuckers 
Sweet 
Orange 



($10.24/10) 
jelly, candy 



lbs 
lbs 

(0.636/2) 



16 fl oz 

24 fl oz 

24 fl oz 
($3.09/3) 



1.5^ 
1 .59 



1 .09 
2.45 



2.35 



Pr ici' 
Pound 



0.73 
0.80 
0.54 

O.bl 
0.80 
0.96 
1.24 
0.94 
1.06 
2.V» 
1.02 



0.318 
0. J18 
0.318 



0.78 
1. 18 



1.13 
1.03 



1.72 



Marmalade 


18 oz 


1 


39 




Average 


($4.08/3) 






ndy: 










M&H Plain 


1.69 oz 


0 


35 


3.jl 


Snickers 


2.0 oz 


0 


35 


2 60 


Milky Way 


2.10 oz 


0 


35 


1.67 


Hershey 's 










Milk Choc. 


1.45 oz 


0 


35 


3.86 


York Pepper- 










mint Fattie 


1.5 oz 


0 


35 


3.73 


Kit Kat 


1.5 oz 


0 


35 


3 73 


Average ($20.10/6) 






3.35 



Weekl V 
Pit 

Caplt.i 
Conaumpt ion 
(in lbs) 



Weekly 
Per 

Capita 
Cost 
(In $) 



L\ 71 



Average of sugar, syrup, 
Jelly» and candy 



SI 



1.26 
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Food Gioup 



Unit 
of 

Heasure 



Price 
(in $) 



Price 

per 

Pound 



Weekly 
Per 

Capita 

Consumption 
(in lbs) 



Weekly 
Per 

Capita 
Cost 
(in $) 



Soft drinks, desserts 












Soft drinks: 












7 Up 


67 


6 fl oz 


1 


99 


0 43 


Pepsi 


67 


6 fl oz 


1 


99 


0.m3 


Or. Pepper 


67 


6 fl oz 


1 


49 


0.32 


Coca Cola 


67 


6 fl o» 


1 


13 


0.25 


Averse* ($1.43/4; 










0.36 


Canned punch: 












Hi-C 


46 


fl oz 


0 


99 


0.32 


Hawaiian Punch 


46 


fl oz 


1 


09 


0.35 


Average ($0.67/2) 










0.34 


Desserts: 












Sara Lee French 












Cheesecake 


23 


5 oz 


3 


15 


2.14 


Sara Lee Walnut 












Cof feecake 


11 


3 oz 




29 


3.29 


Pepperidge Farm 












Geraan Chocolate 












Cake 


17 


oz 


2 


26 


2.13 


Pepperidge Farm 












Apple Fruit Squares 


10 


oz 


1 


29 


2.06 


Mrs. Smith's 












Puapkin Custard Pie 


26 


oz 


3 


76 


2.31 


Average ($t 1.93/51 










2.39 


Average of soft dri ki 


>, canned 


punch , 




and desserts 










1.03 



0.34 
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APPENDIX 2.3 AVERAGE DAILY CALORIC INTAKE IN THE UNUKU STATES, 197? 

t. Average caloric Intake wat> cjlculated by Ui'terml nlng the calorlL 

equivalent provided by the anount of eacti food group consumed by 

the average American In 1977, according to the USDA Nationwide Consumption 

Survey, 19 7 7-78, 48 Conterminous Stateo, Spring, 1977 (preliminary). 

Data on ttie caloric v.:luc of foods wi> ohtatnid from USDA Handbook 

# 456, Issued November, 197S. 



»od Group 



Unit 



rjlories/Unit 



Amount Consumed Calories 
per Week (In lbs) p^r Week 



Milk, crean, cheese 

Milk gallon 2715. ;4 

Meat, poultry, fish lb 1240 

(medium fat) 



8.34 
4.78 



2665.60 
5927 .20 



Eggs 



lb 



b^j \ 90 



0.66 



4J1.57 



Legumes 
Lentils 
Chick pea** 
Pintob 
Average 



190 gm 
200 pm 
190 Rm 
19 3 gm 



646 
720 
661 
676 3 



190.98 



Nuts 

Almonds 
Cashews 
Peanuts 
Pecans 
Walnuts 
Average 



142 gm 
140 gm 
144 gm 
l^.-} gm 
125 Ri" 
131.8 



^im 



849 
738 
838 
7'*2 
785 
799.8 



U 13 



357.67 



Vegetables 

Broccoli 

C«ibbage 

Carrots 

Celery 

(^ullf icyer 

Kale 

Let tuce 

Tomatoes 

Onions 

Bell peppers 
Average 



lb 
lb 
lb 
lb 
lb 
lb 
lb 
lb 
lb 
lb 



118 

109 
I ° * 

77 
122 
177 

^^4 

91 
172 
100 
122 1 



621.49 
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Food Group 



(alories/'Jnlt 



Amount Consumed CaloritiS 
per Week 'In lbs) per Week 



Fruit 

Apple lb 

Apricot lb 

Banana lb 

Grapefruit lb 

Hat. (o lb 

Cantaloupe lb 

Wateifflclon lb 

Orange lb 

Strawberries lb 
Average 

Grains 2 

Whole wheat flour lb 

Fats, o. s lb 

Sugar, syrug, jelly, 

and candy lb 

3 

Soft drinks, desserts Ih 



26 3 
217 
386 
90 8 
299 
136 
118 
157 
168 

203.87 



17A7.90 



3 94 

2. 16 

0. 70 

0.83 
0.34 



Total per capita calorif .onumud p^^r week 
Total per capita calorie-, consumed per Jay 



803.23 

J268.79 
I01J.90 

U50,76 

J94.29 

I/»324.48 
2,474.93 



^To simplify calculations of calories consumed, entire average consumption 
in this group was j^ssuroed to be milk 

2 

To sinijllfy calculations of Lalorlts (.onsumej, entire average consumption 

in this group was abbumed to be whole wheat flour. 

^To simplify calculations of calories consuiii u, entire average con-,umption 

in ttiis group was assumed to be s^gar. 



Bt i.r. ^rJo.. to construct a consumption table for the Pritikin diet at 2474.93 
daily per capita calories, the standard 2000-calorle Trltikin diet was modified 
by incre. sing consumption of grains, vegetables, and fruits so that the total 
calori'. allocation between fat, protein, and ccirbohyd rate remained within the 
Pritil.in parameters of 5-lOZ fat, 10-15Z protein, and 70-80X carbohydrates. Meat 
and Bilk consunplion was not raised because the 2000-calorle diet already accounts 
for tho roaximun intake permitted of those iLems. Frltikin diet adjustments arc 
shown as f\ppendlx 2.4. Please also see tie attached material on the Pririkin 
diet exchange system, which forms tin' h.tsis of fond group allocations for the 
Pritikin diet. 
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APPENDIX 2.U PRITIKIN DIET MODIFIED TO INCREASE DAILY CALORIES TO 24 7 5 



Dally Exchange 



Grams of Protein Urams of Cirbohydrate 



Grams of Fat Calories 



Meat (3.5 oz) 24.5 
Milk (nonfat, 16 oz)!6.0 



Vegetables (U 
exchanges) 

Conplex carbo- 
hydrates (U 
grain exchanges, 
5 legume ex- 
changes) 

Fruit 
(8 exchanges) 



16. 16 



38.0 



94.66 
X U cal/j;m 



378.64 calori 
(15. 3X; 



0 
70 



80 



4 59 

_ JLA <-J 1 / Ktn 
1836 t alorios 
(74 U/.) 



7.0 
0.4 

J. 50 



15.20 



3^2() 
29.30 

r6J.7 calorius 
<10 6?) 



161 
164 

37S.14 



:48 80 



Meat (based on flank steak, 1 oz) 7.0 
Milk (pe» 8 oz, nonfat) 8.0 



Vegetables (1 exchange ■ 
4 cup raw) 

Complex carbohydrates 

(1 exchange ■ 2.5 tbsp 
of whole wheat flour) 

iTuit (1 exchange ■ I small 
fruit 



1.2 



J arbo hyd rjtc 
0 

♦2.0 
5 0 

15 
10 



2.0 
0.2 

0 25 

0.8 
0.4 
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THE EXCHANGE SYSTBll OP'NUIRITXON 



Bichange litta havt proved to be the slnpleat approach to teaching 
nutrition to laypersona* Food and nutrition tablea in great detail 
are readily available in bookatorea and are certainly invaluable to 
prof eaaionala in the diet field, but the level of accuracy needed to 
■aintain your good diet can be aerved by t** lata provided in this 
book* Those who are diabetic will have been ^Miliar with auch 
litta for aoae tiae and will note the aiailarities—and bOM diatinct 
diff erencea. 

In the food lieta wh'ch folloifr all foods allowed on the Pritikin 
diet are grouped according to the Mounts of carbohydrater protein 
and fat and the calories they contain* At the beginning of the 
first five lists you will find the nwber of calories for the 
portiort sizes shown: 



LIST 


1* 


Fruit Bichanges 


2* 


Vegetable Eichanges 


3* 


Coapilei Carbohydrate Exchanges 


4* 


Dairy Exchanges 


5* 


Protein Exchanges 


6* 


Miscellaneous Exchanges 


7* 


Avoid At All Tines 



mNTAllilMC 

prinarily carbohydratea 
carbohydrates and saall 
anountL' of protein 
larger wounta of caroohydrate 
and protein 

nearly equal sMounta of 
carbr* ydratea and protein 
protc and asiall anounts 
of fa. 

itena which do not fit 
readily into any of the first 
five categories 
iteas to AVOID AT ALL TINES 



An exchar9C is a specified amount of a certain type of food aa 
shown on the lists* One exchange may be exchanged for any other 
specified amount on the sa^e list* For example: 

In the Fruit Exchange list^ one small apple ia liated aa one 
Fruit Exchange and ao is 1/4 cf a 6 inch cantaloupe* If you 
are allowed 1 Fruit Exchange a-cer dinner you could take a 
small apple fiX you may want only 1/2 of an apple and 1/8 of 
a can*:alouper which together would be 1 Fruit Exchange* 

1 CoBipilex Carbohydrate Exchange may be 1 slice of bread or 
it may be 1/2 cup of cereal* If you want both the broad and 
cereal for breakfaatp you may have }/2 slice of bre<^d and 1/4 
cup of the oerefip totalling 1 Complt^x Carbohydrate Exchange* 

As you become more familar with the liatSr it becomes ateadily 
more dasy to plan your ovn diet* You will learn how to apply this 
information to preparing your own meals and planning your o«rn menus 
when you entertain* 
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LIST 1 - DAIRY EXCHAMpEp 



Bach portion oont<ilns: 12 g. Carix>hydrat«8 



Dry curd cottaat ch««a«..*2 oz* 
100% ■klHi«d allk ch«cM.*2 oz. 
UncreMMd cottagt chMae.*2 oz* 

(pot, hoop, baker 
Non-fat powdarad nllk 1/3 cup 



8 g. Protein 
Trace Pat 
80 Calorlea 



1% or leaat 



MUk 

Buttermilk 

Yogurt 

Cvaporatad aki» Hllk. 



8 oz« 
8 oz. 
*6 oz* 
4 oz* 
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LIST 2 - VKETABLK EXCHAMGEfi 



Each portion Mua.* t 1 cup row trtd 1/2 cup cooked, and provides 
approiiaately 25 calories. 



Artichoke, whole, beee and ends 

of lesvee (1 snalX) 
Asparagus 

Beane, green or yello*^ 
Beete 

Bok clioy 

Breadfruit cup) 
Broccol i 

Brueeela sprout a 
Cabbage 

Carrots (sediusi) 1 

Cauliflower 

Celery 

Celery root 

Cllantro 

Chsyots 

Chicory 

ChUiss 

Chinese cabbage 
Chive e 
Col lard 

coriander (Cilantro) 

Cue us be r 

Bggplant 

Indlve 

Bs Carole 

Garlic (1/4 cup) 

Green onion topn 

Greene*t beet, chard, dandelion, 

epinach, rhubarb 
Horseradish, prepared (1 tbe) 
JerealcK artichokes 
Jicasa 



Kale 
Leeks 

Lettuce 

Lisa be^ns, baby (1/4 cup) 
Mint 

Nuehroosis 

Nuetard (fresh) 

Okra 

Onions 

Parsley 

Pea pods, Chinese 
Ftppcrs, red and green 
Pimento 
Poke 

Radish ee 
Roiaine lettuce 
Rutabagas 

Shallots 
Spinach* 

Sproute (aesorted) 

Squash t spaghetti, stauier, 

zucchini 
ToMsto (sediuBi) 1 
Tonatoes, canned in juice, 

un sal ted 
Tosiato juice, unsalt%d 
Toaato psste, unsalted (3 tba) 
Tosiato sai:ce, unsalted 
V-8 juio9, unsalted (2/3 cup) 
Water cfiestnuts, sedius (4) 
watercress 



* Llait to occasional use because of high oxalic acid content* 

VegeUblee not on this list wUl be found listed with the CospLev 
Carbohydrate Exchanges* 
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LIST 3 - wmir exoiAicRfi 

(frtsh, dried, frozen or canned without sugar or ayrup) 

Each portion providea approxinatcly 40 calorics. Only thoae 
itaaa which arc capiUllzad nay uacd on the Regraaaion Diet. 

hmt 1 Mall (2" dlaaatcr) 

apple juioa or cider 1/3 cup 

applaaauca, unawactcncd 1/2 cap 

APftXOOTS, FRE8B 2 ■ediiM 

apricots, d^iad 4 halvca 

BAHWIA 1/2 anall 

BOttXES (BOTSeiVCRKIES, BLACKBERRIES, 

RAfinCRRIES, BLUSERRIB8) 1/2 cup 

CMITALOOPE 1/4 diameter) 

aOtRKd 10 larga 

cranbarriaa, unavcctened 1 cup 

CRENS8MI KLON 2" wcdga 

da tea 2 

aata au9ir 1 tableapoon 

PIGS, FKBSH 1 large 

figa, dried 1 taall 

fruit cocktail 1/2 cup 

GRAPEPRDXT 1/2 aiall 

grapefruit juice 1/2 cup 

GRAPES 12 

grape juice 1/4 cup 

GDAVA. 2/3 

RGNBYDat HBLON 1/8 (7" diaaater) 

^ 

KaMQOATS 2 

LEHOM JDXCB 1/2 cup 

LINE JOICE 1/2 CUP 

L0Q0AT8 3 ^ 

MANDARIN ORANGBS 3/4 cup 

"MWO* 1/2 aaall 

NECTARTNB 1 — ,ai 

OW«GE 1 „ai 

orange juice 1/2 cup 

PAPAYA 3/4 cup 

PA£8X0NPRDXT 1 

paaeionfruit juice 1/3 cup 

'''AOI 1 aediia 

IVAR 1 snail 

PERSXMION, NATIVE , .1 MdiU« 

PINBAPVLB, PRE8B 1/2 cup 

Mneapple, canned without eugar 1/2 cup 

pinaappaa juloe 1/3 cup 

H-J!"^" 1/2 a>kll 

HiWW 2 nedii* 

POMBGRANATE 1 a^all 

PRCNB8, PRESS 2 nediUB 

prunee, dried 2 

prune juloe 1/4 cup 

^•i*^"* 2 tableepoone 

STRMfBERRIES 3/4 cup 

TANGERINE 1 laroe 

WATBRMBLGN 3/4 cup 
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LIST 4 - rmnw.Kif r^aoiTimATi EXgHAMSES (Opntinued) 



Arrovroot 2 t«bItfpoonf 

BuckvhMt flour 3 taUttpoont 

ODrniMl 3 tablttpooM 

CornKturcb 2 taUtspoont 

Natso 3 tabXttpoona 

rotato flour 2 1/2 tablttpoont 

Riot flour 3 taUtapooni 

l^a flonr, dark 4 tabltipoont 

Wbolt tfhaat flour 3 tabltapooni 



Barlfy, oook«d 1/2 cup 

CoriBtalf oooktd 1/2 cMp 

Crackad vbaat (bulgurjt oookad 1/2 cup 

Graptnuti 1/4 cup 

Grittf oookad 1/2 cup 

Kaaba (buckvbaat aroatt)r cookt^* 1/3 cup 

Naoaronif wbol« wSaat# oookad ^ 1/2 cup 

Noodlttr ricOf oookad 1/2 cup 

NoodltOf tfbol* wbaata oookad 1/2 cup 

Oataoalf oookad 1/2 cup 

Psataf anricbad vbltOf oookad 1/2 cup 

vaotaf ifbola vbaatt oookad 1/2 cup 

Riot, brovn, oookad 1/3 cup 

Rico, vildf oookad 1/2 cup 

RoBan Ntalt oookad 1/2 cup 

^0 coroalr oookod 1/2 cup 

Sbraddod w^t 1 largt biicuit or 

1/2 cup tpoon-ilxo 

Stool cut oat It cookad 1/2 cup 

Obclo Sm*» Otroal 1/2 cup 

Nbaatonaf oookad 1/2 cup 

loom, oookod 1/2 cup 
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LIST 5 - p«nw;ni BxrHAiCRS 

Prot«ln •xchan9ta must be llAlted becautc of their increased choleeterol 

and fat content. Itie asount of protein allowed varies depending 

on whether you are on the R^gr^aaion or Hiinte nino prograa. 

Nhil« oerUin cute of beef are acceptable, reaeBber that their total 

fat oontant ie Jblflhtt than fieh or poultry and frequent 

ooneiaption ie not advised. To reduce the percentage of fat in 

beefr alwaye purchaee cradai Good inetead of Choice. Alao, 

aek your local butcher if he hae or knows where to purchaee 

grased or range-fod beef. While this type of neat say be slightly 

tougher than grain-fedr the fat content is markedly lower. 



Beef 55 calories per ounce 

Poultry (without skin) 55 calories per ounce 

Freeh fish 37 calories per ounce 

Shell fieh 37 calories per ounce 



Beans t (37 calorigg pgr ouncg) 



Soy beans (cooked) 
Tofu 



Note: Although soybeane do no contain any choleeterol, they 
are higher in fat than any other legunes. (30% of the calories 
in the forn of fat.) Therefore they should be selected in place 
^ neat, fish and poultry^ not in addition to neat, fish and poultry. 



RBGRESSION AMOUNT 
3 1.'2 oz/veek 



MAINTENANCE AMOUNT 
3 1/2 oz/day 
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LIST 6 - MTIirW.T.AM»CDS KYCrtA^r.KR 

Tht follwlng food Ittnt may be med in addition to the exchanges 
in the specified Mounts: 



Sapsago (green) cheese 
Egg whites 

Oneveetened fruit juice 

concentrate 
On processed bran 

Soy sauce or Dijon mustard 
Chestnuts 

Seeds (aK» seasoning only) 

Teas I chMonller red bush or 

linden 
Gelatiner plain 



AMOUNT 

1-2 tbsp/week 
7 a week 

1 oz (2 Tbsp)/day 

1-3 Tbsp/Jay 

as needed 

1 tsp/meal 

unlimited 

less than 

1/8 tsp/day 

moderate amoui:t 

1 oz/wk 

(4 envelopes) 



17 each 

60/oz. 
9/tb8p 

4/t8p 
14/nut 

95/oz 



LIST 7 - AVOID AT AT.L TTMBfi 

Pats, oils 
Butter, margarine 
Nuts 

Egg yolks 

Salti seasoned, onion, garlic, celery, MSG 

Animal skins 

Organ meats 

01 ives 

Avocado 

Alcoholic beverages 

Coffee, (Hcaf, teas other than above 

Sugar, honey, molasses, corn syrup 

Sorbitol, mannitol 

Saccharine 

Seeds (except as seasoning - less than 1/8 tsp/day) 
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'*HtAT'* COKTAUSON CHAIT 



Thia duirc !• aec MCHMrily • eoayUct lUclai of *il cha accapcabli nac, flcb 

mi fulzry, buc • aaUeclM of cha aoac ^^ar ehoieaa. Tha valuaa |i««a ara 

for a portlM alM of IH ot (100 iraaa). Icaai lUta4 abova cba doubla linaa ara 
cha prafarra4 cheicaa. 



X CAL 



MAT soma 


PAT (§} 


ClOL im) 


CALOtlES 


F10H 


la44o€k 


.09 


60 


77 


U 


M Saatfar 


.23 


39 


93 


2 j% 


Gq4 


.3 


SO 


76 


^,n 


AkaloM 


.2S 


S4 


49 


4S 


Saa laaa 


.S 


S4 


96 


SS 


Tuaa, M,0 ftckmi 
rika 


.9 


63 


126 


6X 


1.0 


17 


8a 


lOX 


Sola 


.8 


42 


61 


lOX 




.9 


4« 


84 


lOX 


HalUur 


1.2 


SO 


97 


ux 


nouMtar 


.8 


SO 


67 


lU 


ScalloM 


1.4 


S2 


112 


n% 


ChlekM, Uhlta 


4.9 


87 


163 


27% 


ClMB 


1.6 


49 


78 


in 


Lobatar 


1.9 


84 


91 


19X 


TrouC, Irook 


2.1 


SS 


101 


19X 


Turtey, uhlea 


3.8 


76 


173 


7.0% 


Oyatara 


2.2 


so 


90 


22% 


Saorifiali 


4.0 


61 


13« 


26X 


SaiM. Ptak 


•.7 


34 


119 


21X 


laaf, tatad 


6.0 


90 


111 


29X 


ChlckM, Dark (Prafar Uhica) 


6.3 


87 


171 


34X 


laaf. Plank 


7.3 


90 


193 


34X 




Laab Uaa Lug 


7.0 


99 


184 


34X 


Laab. Uaa 


7.0 




186 


34X 


Turkay, Dark 


1.2 




202 


36X 


T-loM Scaak 


10.2 


90 


222 


kit 


>M» lloaac-Coo4 C;a4a 


9.2 


90 


189 


44X 


laaf, Chuck 


9.4 


90 


119 


kit 


Vial, Rm» k tom4 


U.2 


101 


2 IS 


46X 


Sardlaaa 


1.6 


120 


160 


41X 


Fork, Lota 


14.1 


81 


2S2 


SOX 


laaf, Uaa Crow4 


IS.O 


90 


24S 


SSX 


Crak 


3.0 


100 


94 


29r 


ShrUv 


.1 


160 


90 


IX 


1. Tlta catB '*aaac'* rafara co 


■aat, fUh J 


poultry. 







2. MaxlM aBMata uaa4t plarJi Scaak 3i| oi (100 gr.) conealaa 90 ■! of choUacaro' 
aod 7.3 |r of fat. ^cc^ ra|ifltarta| aora thaa chla la aichar cacifory ara noc 
racoModad. 

i. Addlclotta: •) Saafoodx Oyatara, Claaa, Scailopa, Squid, ituaaala 
b) laaf: Laaa touad Scaak 

Itacanc raaaikCb ralidacaa chat tha ckolaacarol coacanc of cha aolluaka la qulca 
low and chac cha ochar learola in chaaa aaafooda ara aoe aeharofanic. 

5. Uhlia cha ravtaad valuaa for cha cbolaacarol in ihrlap aay ba lowar chan cha 
orlilnal flguraa, cha aaounc la adll quica high, and charatora aoc a auicabla 

cholca. 

6. ^(aw raiaarch ladicacaa chat cha laval of 84 mg ot cholaatarol in lobatar ii noc 
raprtiaotativa of all ipaclaa of lobatar. Soaa varlaciaa concain vail ovar cha 
Fricikln aaxiaiMi. InfcrBaeton aapacially on Aaaricaa Lobacar ia noc availabla, 
to for now, lobacar raaalaa aa an accapeabla cholca. It ihould ba lalaccad laaa 
fra^uandy and parhapa haarc patianta ahould avoid alcogachar. 

7. Tha fac concaat of lalaor variaa. Soaa crpaa hava up co 323 of caloriaa froa 
fat. Evan ac chii highar laval ic la iclll coniidarad an accapeabla cholca. 

UnidCES: 

1. ^ucrlciv^ Valua ot Aaarican Foodi in CoMon L'nici, CSDA HI ^56, 197 S. 

2. Connor, 'i.E., and Lin, D.S.. Tha Efface 9t Shallflih In cha Dlac L'pon cha 
Plaiaa Lipid Lavalt la Hu.w)c. ^tecabollia 31' 1046, 1982. 

3. Lac car co cha Edicora: Ch(«*«icarol C^ncanc i)viciri and Lobaciri. J. Aa. 
Dlacac. A. 79*m74. 1911 

Xrauta, S.: Tha Dlcdonarv Swdlua, Fact, and Cholatcirol. Crottac 4 

>jnl<p, 'ork, 197; 
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Mr* Chalrun and hej^ert of the Subcondttee: 

My naac Is Terry L. B«zz«rre. I «■ an Associate Professor In the 
DepartBct of Food «nd Nutrition, School of Rove Economics, The University of 
North Carolina at Greensboro* I sa also the director snd founder of tha 
RESHAPE progrsB* Thsnk you for the. opportunity to p^'esent tastlaony on behalf 
of the American Hove Econoalcs Association regarding the contributions of 
professional nutrltlonlata and dletltlana who are taking an active role In the 
development of conuni ty*based , nutrition e.iucatlon - lifestyle aanageMnt 
prograas* Such prograas ars alaed at reducing the aortallty and aorbldlty of 
chronic diseases such as cardiovascular heart disease, hypertension, diabetes 
snd obesity, and the health care costs snd economic losses associated with 
thetie dlsesses, and aost laportantly, to laprove the quality of life for 
participants In these prograas* 

The trsdltlonsl spproach to henlth proaotlcn and dlaecae prevention 
programs has centered around the delivery of aervlcea provlde<* by phyalclsns. 
Unfortunately, physicians In the U*S* receive little. If ary, tralnlr- In 
nutrition and health education* In addition, phyalclana aust often direct 
their energies towards rhe treataent of acute care medical problems In both 
hospital and clinic settings* Physlclaiia have conaequently encouraged aembera 
of other professional health dlaclpllnea (auch aa nutritionists and 
dietitians) to play an Increaalngly active role In the delivery of health 
aervlcea* Through their academic training, nutrltlonlata and dletltlana are 
particularly well-aulted to encourage the development of "healthier** 
behavior a* Student a In nutrltl on/die tetlca programa are required to take 
coursework In chemistry, biochemistry, anatomy and phyalology that la 
Identical to coursework required of pre-med majora. Additionally studsnts take 
ccuraea In paychology, aoclology, education and chlld-fa^ly relationships* 
Finally atudenta are required to take a range of couraea In nutrition 
aclences, applied nutrition and food aervlce management* 

Nutrltlonlsta have come to recognize that i la difficult to change 
dietary hablta aiiong a'lulta and chlldr^.n, and that traditional approaches to 
modifying food Intake are largely unauccesaful* Thua, new atrateglaa for 
modifying estlng **tfhavlor are being developed and teated* The RESHAPE program 
Is an example of the development and teatlng of new atrag'^glea for Improving 
health through dietary modification* The problem of changing foo^ hablta hma 
been approached through the proceaa of llfeatyle management and declalon 
making* Slnca dietary concema are only one example of problema that can be 
addreaaed In llfeatyle managewsnt, the RESHAPE prograii haa developed ^ 
multldlaclpllnary approach that Includea goal aettln* and achlmvament, 
phyclcal fltneaa and atreaa management* Profeaalonalw Including exerclae 
phyalologlata, paychologlata, education counaelora and the phyal clan-director 
of the unlveralty atudent health center have all participated In varloua 
aapects of the development of thla program* 

The goala of the 12-week RESHAPE program are to favorably alter rlak 
factora for chronic dlaeaaea (l*e*, coronary heart dlaeaae, hypertenalon and 
diabetes)* To date, about 250 Indlvlduala have been acreened for program 
participation* Screening Includea a review of each appllcant'a peraonal and 
f ami ly medical hi atory , the meaaurement of weight , body fat and blood 
preaaure, and the collection of a faatlng blood aample for detend nation of 
total choleaterol, RDL-cholesterol and Iron atatua* All Indlvlduala over 35 
yesra of age aa well aa all Indlvlduala with a known medical hlatory of heart 
dlaeaae, angina, hypertenalon and/or dlabetea are requiiv* to obtain 
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physician's clearance prior to participation. 

During the 12^eek progran, activity sessions which Include walking and 
Jogging are conducted three tines each week and a i 1/2 hour lifestyle 
aanageaent workshop Is conducted weekly. The basic prenlse of the program Is 
that weight control la only one conponent of wellness, and that efforts fo 
achieve optlaus with occur through appropriate lifestyle management 
practices. Furthemoce, the program differs from trsdltlonsl weight control 
progrsM In ae'^eral ways. First, parti clpanta and staff work to facilitate 
the reduction of cceaalve fat stores rather than alnply a reduction of body 
weight, alnce rapid body weight losses through severe food restriction results 
In weight loaaea <*ne to dehydration crd muscle wasting rather than the 
reduction of fat atores. Second, parti clpanta develop an aerobic fitness 
program In order to create an energy deficit alnce neat overweight Individuals 
consume the same o'^ fe%rer calories aa do "normal" weight Individuals but tend 
to be significantly less scrlve. Third, subjects are motivated to consider 
dietary and other health chatigea because th«*/ feel bet.'-er about themselves ss 
a consequence of becoming more physlcslly snd eMotlona.'^* fit. Fsrtlclpants 
universally expreaa aurprlse and satlsfsctlon because the/ hsve more energy, 
not Ifesa. Finally, partlclpanta become aware of the need to develop a ealthy 
■edlcal profile by reducing rlak factors aaaoclated with obesity through diet, 
exercise and lifestyle management. 

The participants learn at the orientation meeting at the beginning o^ 
the progran that our ataff functions to help them make positive choices 
regarding everyday declalona that affect one's health and nucrltlonal status. 
Many participants In RESHAPE have aald that they weren't aware of the nge of 
alternatlvea to foods offered at "faat fo?d estsbllshments." Thus, many 
partlclpanta learn to recognise the opportunity for positive (healthy) choices 
that occur t* roughout each day. 

The resu^t^ of resesrch data rollected from participants demonstrates 
the Importfice of consistent attendance during the prograr and of attending 
newly developed health hablta. Itody weight, body fat, cardiovascular fitness, 
blood p^r;>sure and blood cholesterol are all favorably reduced by partlclpanta 
who have good attendance records. Partlclpanta have ranged In age from 11 to 
76 year a, and have Included Individuals from a wide range of occupations 
Including physldana, cl wcal paychologlsts, nurses snd dentists. 
Physicians, paychologiata and health directors from corpor is In the 
Greensboro conLiunity are refetrlng Individuals to the prog^ The State 
Medical Di recto: for Vocational Rehabilitation has sppioved the program as a 
aervlce provider for clients of Vocational Rehabilitation Programs. It Is 
clear that the local medical community recognises the success and service of 
the RESHAPE program. 

Whl le the RESHAPE program 1 a an example of ^ credl ble , 
■edlcally-approved fitness program ataffed by professloials, there are many 
entrepreneurs offering dlet-f Itness programs that are primarily concerned with 
making a profit. hany such prograna are operated by stsff ulth no certified 
Instructors or counselors. A major concern that I have which Is shared by many 
health professionals Is that many Individuals In coemerclsl dlet-fltness 
estsbllshments efer to themselves aa "nutritionists," "dletltl sns," and 
"exercise physiologists" because they have either read a book on the subject, 
taken a course In nutrition or exercise physiology or slnply because they have 
a personal Interest In fitness. Such Individuals are not prepared oy 
appropriate professlt lal training and certification, and they represent a 
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danger to conauaer health. Thua, I would llkt. to encourage you and the 
dlatlngulahed aeabera of your coaalttee to conalder t^* neeu for leglalatlon 
regarding requirement a for public and private dlet*f Itneati prograaa. The 
American Hoje Econoalca Aaaodatlon, the American Dietetic Aaaodatlon, The 
Aaerlcan Medical Aaaoclatlon and the American Collete of Sport* Medicine have 
all developed atandarda of education and practice chat ahould be conaldered In 
the developaent of itaf f /operatlona guldellnea for dlet-fUneaa prograaa. 

Since aany private prograaa are expenalve and eaphaalze phyalcal 
conditioning rather than health, there la alao a need to conalder leglalatlon 
that- ifould provide health-»dlet-f Itneaa prograaa for the poor, for children 
through public Inat ruction and for the elderly* The health of the elderly of 
toBoriow la dependent upon tio developaent of healthy llfeatylea aaong the 
children of today* 

Thank you Mr. Chairman, and the aeab^.a of your coaalttee for the 
opportunity to iihar# ay experlencea and concerna regarding n«*trltlon and 
fltneaa. Should you need additional Inforaat^on regarding whe RESHAPE 
prograa, I would be pleaaed to p«*f>vlde It. 
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The Chairman. We think that this hearing has been a very im- 
portant hearing. We think many people will hear about it all over 
the world, as they should, and we hope that as a result of hearings 
like this, we will advance the cause of healt' |. *omotion and dis- 
ease prevention by leaps and bounds, and get people all over the 
world to start realizing that you can do something about your 
health, you can do something about preventing disease in your own 
individual lives and those of your families and friends. 

Some have felt that I have gotten so interested in this that I 
have almost gotten obnoxious about it, because I am constantly 
pushi>:^ ideas that I have heard from each of you, and I will con- 
stantly do it So if I am obnoxious, then 1 guess that is just the way 
I am going to have to be^ because I believe that the testimony we 
have had today has been very, very beneficial and v^ry helpful, not 
the least of which has been the t38timony of the three of you. 

So with that, will end these remarkable hearings and hope that 
many people will gain from the experience-^ we have had here 
today. I certainly have, and I am sure anybody else who will take 
the time to look aud read and see will gain as much. 

Thank you so much. We appreciate it. 

We will recess until further notice. 

[At 1:10 p.m., the committee was adjourned.] 
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